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Abstract.
This study reviewed the care of bariatic patients in the community 
environment, and the impact that legislation, changes in body dynamics, and 
ergonomic influences have on delivery of care.
In general caring for patients in the community can be problematic, with 
inappropriate equipment provision and environmental constraints. These 
problems are further compounded when the patient’s weight is >127kgs, 
increasing the risk of work related musculoskeletal disorders to 
formal/informal carers and professionals.
Risk assessment is the pivotal cog in health and safety, it enables hazards 
within the work place to be identified, documented and associated risks to be 
reduced, enabling a working environment that is as “safe as reasonably 
practicable”. Risk assessment is a legal requirement and as such, 
organisations have a duty to ensure that all employees are trained and 
competent in recognising, documenting and implementing risk reduction 
action plans.
This study identified that the professionals involved had limited awareness in 
both risk assessment, and the management of bariatric patients. Although 
manual handling training is part of their organisations health and safety policy 
risk assessment training is not available. This deficit in their training resulted 
in unsafe practice, use of inappropriate equipment, and care delivery in 
workplaces that have not been risk assessed. The study highlighted training 
inequalities associate with risk assessment, and the management of the 
bariatric patients within the NHS community environment.
Using participatory ergonomic and taking a proactive role in applying 
ergonomic principles within organisations can ensure that health and safety 
within the work place is moved up the managerial agenda
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A study to investigate Bariatric Care in the Community. 
Chapter 1 Introduction
1.1 General Introduction.
Caring for People (1989), the government white paper “Community Care” in 
the next decade and beyond, placed the emphasis on care in the community. 
The paper set out the government’s proposals for improving community care. 
The main objective was to enable the majority of patients wishing to remain 
within the home environment to do so as independently as possible, thus 
keeping them in the community as an alternative to hospital admission, 
nursing, or residential homes.
The past decade has been one of substantial growth within the community 
environment and this growth is dependent upon the availability and ease of 
access to adequate and appropriate resources. Providing care for patients 
with complex needs (e.g. bariatric patients defined in section 2.2. of this 
paper) within the community raises concerns associated with ethics, morality, 
and health and safety, for exposed health professionals delivering care to 
these patients within the home environment. In their response to these 
challenges community staff unwittingly, through lack of knowledge, put 
themselves and their colleagues at increased risk of exposure to work related 
musculoskeletal disorders (WRMSD) by undertaking tasks using inappropriate 
equipment and resources.
Described by the World Health Organisation committee (WHO) (1985) as 
“multi-factorial where the work environment and the performance of work 
contribute significantly, but as two of a number of factors to the causation of 
the disease”. Community practitioners, when undertaking manual handling 
tasks without appropriate training, equipment and with environmental 
constraints are at increased risk; these risks are further compounded when 
the patient is of substantial weight.
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1.1.1 Background:
Over the last decade new influences and pathways affecting service delivery 
within the National Health Service (NHS) have been implemented that have 
had and will have further significant impact on the working lives within the 
environment of community care. The most relevant being:
♦ Legislation and Evidence Based Practice
♦ Ergonomic awareness
♦ Growing Population Body Dynamics
1.1.2 Legislation and Evidence Based Practice.
The NHS act was passed in 1946 in Great Britain; its underlying principle was 
that members of society were entitled to what they needed in health care and 
social support. It established a “comprehensive health service to secure the 
improvement in the physical and mental health of the people”. (Rivett 1998). 
There followed a series of NHS organisational initiatives and reforms, The 
NHS and Community Care Act (1990), The Health of the Nation (1992), New 
NHS Modern-Dependable (1997) the Human Rights Act (1998), NHS Plan
(2000) which is aimed towards investment and reform.
The NHS and Community Care Act 1990 identifies in section 47(2) that 
assessment is the integral part of patient's needs (Mandelstrami999). 
Historically social care has been merely a residual service within the welfare 
state, a need that the NHS and Community Care Act of (1990) promised to 
rectify by envisaging service delivery to be community based rather than 
within the acute sector. The NHS and Community Care act (1990), Health of 
the Nation (1992) enabled more people access to assessment, thus providing 
for vulnerable people to obtain services. Previously without this assessment 
people's needs were largely unidentified.
Community philosophy revolves around assessment, it is needs led, and the 
service provision tailored to the individual patients need, enabling them to 
remain within the home environment as independently and for as long as 
possible. Patients being discharged into the community require, prior to 
discharge, an assessment of need. This assessment takes into consideration 
various factors including the individual’s physical, and mental ability, and their 
social and environmental situations.
The New NHS Modern-Dependable (1997) and a First Class Service (1998) 
revolved around high quality care that is not dependent on geographic 
accident or where patients happen to live. Clinical decisions or actions should 
be evidence based and staff up-dated with the latest developments in their 
field (Dobson 1998). Clemence (1998) states " evidence based healthcare 
offers the promise of clinical effectiveness and optimal resource use”, also 
clinical practice should be based on research evidence, and research 
evidence should bring about changes in practice.
Historically the NHS had been protected from prosecution by Crown immunity. 
This irritated the environmental health inspectors because they were unable 
to prosecute breaches in health and safety by Trusts. Crown immunity was 
revoked under the National Health Service Amendment Act (1986) sections 1 
and 2 following two breaches of health and safety legislation causing death to 
patients in two different Trusts. The amendments stated “that health 
authorities were declared to be no longer a Crown authority nor its premises 
regarded as Crown property for the purposes of food Legislation and the 
Health and Safety at Work Act.” (RlveXX 1998) Three important issues came to 
light from this legislation:
♦ Prosecutions were able to take place for breaches of Health and Safety by 
inspectors.
♦ Within the NHS management higher emphasis was placed on Health and 
Safety,
♦ A clear definition of managerial and individual responsibilities was 
identified. Under section 7 of the Health and Safety at Work Act (HSWA)
(1974), “employees have a responsibility to take reasonable care for the 
health and safety of themselves and others who may be affected by his 
acts or omissions at work”. In essence, if an individual neglects these 
responsibilities they could be prosecuted personally.
1.1.3. Ergonomic Awareness
The prevalence of low back pain in nurses has been well documented by a 
number of epidemiological studies ( Stubbs et al (1983); Buckle, (1987); Heap 
(1987); Jensen (1987); Estryn-Behar (1990)). A further study in 1986 by the 
Robens Institute, University of Surrey “Back Pain in Nursing” (Stubbs et al 
1986) again highlighted the problem of back pain in the nursing profession. It 
identified that other contributory factors including training, equipment 
provision, motivation and environmental hazards increased exposure to risk in 
manual handling tasks. The study highlighted the importance of using 
ergonomic principles, research and application to reduce the inherent 
musculoskeletal injuries involved with patient care in both the acute and 
community environment.
1.1.4 Growing Population Bodv Dvnamics
A paper presented by Lovesey (1998) at the Global Ergonomics conference in 
Gape Town South Africa asked the question “are we getting larger”? In 1997 
the NHS Centre for Reviews and Dissemination identified that since 1980 the 
prevalence of obesity has continued to increase within the United Kingdom. 
Various explanations for these increases have been put forward, such as 
sedentary lifestyles and higher levels of fat intake.
Within her role as Clinical Advisor to Medical Loans the researcher gathered 
evidence via case studies that caring for the bariatric patient within the 
community setting is a rapidly growing problem. The problem is further 
compounded in care delivery when health practitioners, and (formal/informal) 
carers, are increasing their exposure to risk factors for WRMSD and non- 
compliance with legislation. Unknowingly they put themselves at an
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unacceptable level of risk that contravenes both the HSWA (1974) and the 
Manual Handling Operations (MHOR) (1992) due to their lack of knowledge, 
training and bound duty of care to the patient.
Changes in care delivery have increased the demand for specialist equipment 
provision within the home environment to enable the highly dependent patient 
to remain at home. This increased demand for equipment has led to delayed 
discharges within the acute sector, as the equipment cannot be available to 
everyone, and in some cases to prevent delayed discharges the hospitals are 
providing equipment to enable the discharge to happen. Cullum and Dealey 
(1996) identified that “lack of equipment and funding problems in the 
community, does prevent hospital discharges", with long term costs being 
incurred by the NHS 5,000 delayed discharges throughout the NHS on any 
given day. (DOH 2000).
1.2. Introduction Summarv.
Due to decreased human and financial resources assessment are not always 
undertaken prior to discharge and district nurses are finding it increasingly 
difficult to care for bariatric patients within the community environment, where 
either no risk assessment has been undertaken or inappropriate equipment 
has been provided. Consequently in some cases individual (informal/formal) 
carers, and district nurses are being compromised under the HSWA (1974) 
and the MHOR (1992).
This study, reviewed the changes taking place in practice over the years, 
linked to research, and attempted to identify whether bariatric patient in the 
community environment are cared for within a safe system of work.
Chapter 2 Literature Review.
Obesity is undoubtedly the major nutritional disorder of the western world 
WHO (2000). This burgeoning problem is compounding the delayed transfer 
issues within the NHS due to inappropriate and unobtainable equipment 
provision, and environmental constraints. Finding suitable equipment for the 
home environment of the bariatric patient is a problem; most manufacturers 
design bariatric equipment geared towards the hospital environment not the 
home. Historically bariatric. patients were unknown or managed in the 
community in unsafe systems of work due to lack of knowledge only when 
crisis intervention was required either hospital admission or following a fall at 
home was unsafe practice highlighted.
Therefore, in order to specifically research bariatric care within the community 
environment it is important to have an understanding of two important 
influences on patient care delivery in the United Kingdom (UK):
a) The shift in patient care delivery in the last decade in the U.K following the 
governments white paper the NHS and Community Care Act (1990) from 
the acute sector, nursing, and residential home, to the individuals own 
home environment.
b) Increased awareness by organisational management through ergonomic 
scientific and epidemiological studies that exposure to WRMSD is a 
common healthcare problem throughout the world and a major source of 
disability (Hagberg et al 1995).
In an effort to keep up to date with national policies, the literature review was 
ongoing throughout the entire study. Current, grey and historical papers 
associated with bariatric care in the community were examined when 
researching the need for evidence of intervention effectiveness. From the 
literature review the author hoped to identify the scale of the difficulties 
relating to bariatric care, and whether a viable pro-active discharge and risk 
assessment tool had already been developed that enabled “safe systems of 
work” to be implemented.
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2.1. Resources.
This review covers the last ten years and a systematic approach was 
undertaken using key words to identify the subject, enabling a more 
comprehensive overview of the literature. The researcher trawled the data -  
bases by entering the key words of the subject areas, both separately and 
inter-linked into electronic databases, Medline, specialised registers. 
Ergonomic journals, Cinahl, Cochrane, and the Internet. The terminology 
“trawling and fishing” was first used by Selvin and Stuart (1966).
The terminology used for trawling the databases included: participatory 
ergonomics, risk management, health and safety, WRMSD, manual handling, 
community care, and obesity/bariatric persons. Esterby-Smith et al, (1996) 
made the point that the use of terminology was very important “it enables you 
to find what you want from the mass of information in the library and it is 
important to identify your interests clearly”.
2.1.1 Cochrane Database
The Cochrane database records and collates reviews of evidence based 
research. This database was used as a resource for locating evidence. It was 
hard to find evidence to support or refute the statement that “using an 
appropriate discharge and risk assessment tools enables bariatric patients to 
be managed in the community within a safe system of work”. Although 
evidence was available that focused on the management of bariatric patients 
within community care, this was medically oriented i.e. heart/lung disease, 
nutrition ( WHO 2000, Waine et al 2000, Corson, et al 2000).
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2.1.2 Ergonomic Databases.
Ergonomic databases enable ergonomists to access journals, and bulletins to 
share information between the membership. Information was gleaned that 
enabled the researcher to evaluate the appropriateness of using participatory 
ergonomics to develop and implement a risk assessment tool to reduce the 
inherent risk associated with caring for bariatric patients in the community. 
Research studies gathered identified those that been undertaken using 
participatory ergonomics that enabled an ergonomic frarnework to be 
developed to initiate change (Haines and Wilson (1998), Noro and Amada 
(1991), Li and Buckle (1999), Stubbs (2000)), for improving health 
inequalities, within the working environment. Independent inquires into health 
inequalities i.e. The Acheson Report (1998) and The National Occupational 
Health Strategy targets (HSC, 2000) set targets for reducing WRMSD within 
the workplace, thereby ensuring that ownership of improvements is at both 
managerial and organisations levels.
2.1.3 Information on the Internet.
There are numerous web sits that provided information on obesity and 
bariatrics. Five prominent sites found were:
♦ The Obesity Awareness & Solutions Trust (TOAST)
-  Provides support, prevention, management strategies, and education 
to primary health care teams.
♦ Roche in obesity
- web line for professionals that provided in depth information on the 
management and prevalence of obesity both in the United Kingdom 
and world-wide.
♦ The National Obesity Forum (NOF)
- formed to improved diagnosis and management.
♦ Association for the Study of Obesity (ASO)
- dedicated to the study and treatment of obesity.
1 2
♦ Obesity Research Journal is the North American Association for the Study 
of Obesity.
- dedicated to research.
2.2 Bariatric
2.2.1 Definition of Bariatric:
Bariatric/morbidly obese persons are defined as persons with a weight over 
160kgs with a Body Mass Index (BMI) of >40 (WHO 2000) (figure 1). The 
BMI is calculated by dividing the weight of the individual in kilograms (kg) by 
the square of their height in metres (m). Therefore a BMI of 30kg/m^ equates 
to approximately 19kg of excess weight. Roberts and Haycox (1999) also 
define Obesity as: “an excess of adipose tissue(body fat)”. Bariatrics/morbidly 
obese is the term used to describe persons weighing in excess of 45.36kg 
over their ideal body weight or two and half times their ideal weight. (Ellis, 
1980).
Figure 1. WHO (2000) Classifications of Overweight:
Classification BMI (Kg/m^) Risk of Co-morbidities
Underweight <18.5 Low (but increased risk of other 
clinical problems)
Healthy weight 18.6-24.9 Average
Overweight 
(pre obese) 25.0 -29.9 Increased.
Obese (grade 1) 30.0 -  34.9 Moderate
Obese (grade 2) 35.0-39.9 Severe
Obese (grade 3) >40 Very Severe/bariatric.
These values relate to adults, they are age dependent and the same for both 
sexes.
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Simple measures of BMI do not take into consideration the issue of fat 
distribution. Waist circumference is now recognised to be a more reliable 
indicator and is useful as an assessment tool along side BMI. It is defined as 
the mid point between the lower rib and upper margin of the iliac crest, (figure 
2).
Figure 2. Waist Circumference Classifications: (WHO 2000)
Gender Increased Risk Substantially 
Increased Risk.
Men >94cm (37inches) > 102cm (40inches)
Women >80cm (32inches) >88cm (35 inches)
2.2.2. BMI Measuring Tool
The anthropometric parameter of BMI is the standard tool widely used in 
epidemiological studies to measure body fat. It is calculated from body 
measurements. This enables the user to obtain statistical information and 
broad comparisons across genders and ethnic groups using the equation: 
Weight (kg)
Height (m )^
It is possible to define useful categories based on BMI. A BMI > 30 is 
considered obese, but > 40 is considered morbidly obese/bariatric.
2.2.3 Prevalence.
Epidemiological surveys of bariatrics/morbid obesity in England since 1980 
DOH (1995) WHO (2000) and the National Health Service Centre for Reviews 
and Dissemination (1997) have indicated that the prevalence of obesity is 
increasing and becoming a common problem in the Western World.
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Even WHO (2000) which, historically focused on malnutrition and starvation 
has for the first time called for urgent public health action on obesity.
The problem in the U.K. is increasing faster than other European Countries 
and by 2010 the prevalence of overweight people in the U.K will have 
increased by more than 50%. Over the last twenty years the incidences of 
obesity have trebled in the world. The fastest rise is in Europe where levels 
are still rising, with over 50% of the adult population falling into the category of 
obese.
The Department of Health report (1995) Obesity, and the National Audit Office 
(2001) “ Tackling Obesity” have highlighted that the number of obese people 
in England have more than trebled over the last 20 years (figure 3).
Figure 3 Prevalence of Obesity since 1980
Year Men (aged 16 -64)
(per cent)
Women (aged 16-64)
(per cent)
1980 6 8
1986-7 7 12
1991/2 13 15
1993-4 13 16
1997 17 20
1998 17 21%
The DOH (1995) and NAO (2001) findings identified that the prevalence of 
obesity was higher in women. Half of the U.K female population were found to 
be obese, whereas it was just under two thirds of the U.K. male population. A 
report by the charity Weight Concern (2002) highlighted that this trend is 
changing and for the first time the prevalence of obesity in men exceeds that 
of women.
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From a local perspective, East and West Berkshire, in two separate 
prevalence audits undertaken by the acute hospitals collated statistics that 
highlighted the scale of the problem. Nurses within both Trusts had seen an 
increase in the number of bariatric patients being admitted from the 
community environment, with no internal procedures in place to deal with their 
care on admission.
There was no known statistical evidence available on the level of obesity 
within Berkshire at the time of the East Berkshire audit in 1997. The audit 
highlighted the severity of the problem within Berkshire. By using the 
population census of Berkshire 1991, which identified a population of 
approximately 735,000 the Berkshire audit department when extrapolating the 
figures, was able to estimate that 52,000 of the adult population weighed > 
127kgs and 137,500 were overweight (Gandy 1997).
The audit in West Berkshire was initiated by the Back Care Advisory Centre 
based at the Royal Berkshire Hospital, Reading. The aim of the audit was to 
identify the number of bariatric patients registered with Berkshire General 
Practices. The back care centre sent out one hundred and fifty four 
questionnaires of which only eighteen were completed and returned. From 
these eighteen (11.68%) fifty one known bariatric patients were identified, 
sixteen from one surgery alone (Muir 1998).
The outcome from both audits enabled both acute hospitals to develop and 
implement a “safe systems of work” protocol for heavy patients within the 
hospital environment but not on discharge policy into the community 
environment.
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The Health Survey for England DOH (1994-6) (figure 4) identifies the 
proportion of overweight adults within the South East Regional Health 
Authorities.
Figure 4. Proportion of adult population who are overweight (BMI>30) and 
age standardised rate per 100.
95% Cl
Percent LL UL
All England 37.9 37.5 38.4
East Kent 37.0 31.9 42.2
Northamptonshire 38.5 34.4 42.6
Buckinghamshire 38.7 36.1 41.4
West Kent 36.1 32.6 39.5
E Sussex, Brighton & Hove 39.5 35.1 43.9
North & Mid Hampshire 36.6 32.3 40.9
West Surrey 38.4 34.2 42.5
Oxfordshire 36.1 32.7 39.5
West Sussex 39.2 35.3 43.0
Berkshire 37.7 33.8 41.6
East Surrey 36.6 31.5 41.7
Southampton & SW Hampshire 36.9 33.5 40.4
Portsmouth & SE Hampshire 40.6 37.0 44.1
95% Cl
Rate LL UL
37.6 37.1 38.0
35.0 29.8 40.1
38.3 34.1 42.5
38.1 34.8 41.5
36.4 33.2 39.7
38.0 33.5 42.4
36.7 32.5 40.9
38.0 33.9 42.0
36.8 33.5 40.2
37.1 33.4 40.7
37.7 34.1 41.4
36.6 32.0 41.2
36.5 32.9 40.1
39.9 35.5 44.3
Breaking it down further the Health Survey for England (1998) ranked 
Wokingham first in Berkshire with the highest prevalence of registered patients 
with a BMI >30. (Figure 5).
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Figure 5. Incidences of overweight and obesity across Berkshire Primary Care 
Groups.
40,000
35,000
30.000
25.000
20,000
15,000 --
10.000
5,000
Reading
Thames
Winds or/Asc 
ot
Reading
Abbey
WokinghamBracknell Maidenhead Newbury Slough
37,17124,121 22,50521,950 18,972 21,862 29,641 29,061□  Male overweight
25,63414,883 12,756 16,957 13,806 20,486 18.772 15,338□  Female overweight
13,73710,9548.112 8,914 8,080 10,740□  Male obese
16,82211,128 13.444 12,319 10,0659,767 8.371 9,060□  Female obese
So far the emphasis has been on the age group 1 6 - 6 4  years but recent 
epidemiological studies have highlighted that the prevalence of obesity amongst 
children is increasing. Rudolf et al (2001) highlighting his concerns in the British 
Medical Journal around increased obesity within school children. His cohort 
study identified that by the age of 5 the prevalence of obesity was higher than 
expected from the national standard in young children and it is persisting into 
the teenage years. Due to word restrictions there is no further inclusion of 
children in this study, but there is no reason why any outcomes established 
could not be implemented for child obesity management.
2.2.4. Economic costs to Societv.
The NAO (2001) “Tackling Obesity” report has advised the DOH to take the 
lead in tackling the spiraling problem of obesity/bariatric people in the U.K.
The report identified that obesity/bariatric related illnesses accounted for 18 
million days of sickness absence and thirty thousand premature deaths in 
1998 (NAO 2001).
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At present the cost to the NHS only is around half a billion pounds a year with 
these costs increasing to around £2 billion a year from lower productivity and 
lost output. With the on costs having serious financial consequences to the 
whole economy by the increased incidents of associated diseases e.g. 
(coronary heart disease) costing well over £3.5 billion a year by 2010.
Using a prevalence approach Colditz (1992) looked at the economic costs of 
obesity. His outcomes estimated that £165.25m was the cost in treating 
obesity related illness. That between 1% - 5% of the total health care 
expenditure in the UK can be attributed to obesity (O’Meara, 1997). These on­
costs to society are the economical costs associated with the medical 
treatment of the associated diseases, and the co-morbidities associated with 
obesity and loss to society from premature deaths.
Individual private costs incurred for over the counter weight loss products are 
estimated to be £80m per year in the U.K alone, with a further £5.5m being 
spent on slimming magazines by people trying to loose weight. (Toast 2002)
For the individual obese person it is not just the economic costs, but the 
increased risk factor of morbidity through associated potential diseases. 
Although seen as a multifactorial genetic disposition, a high fat diet and 
reduced energy expenditure obesity substantially increases the risk of 
morbidity and mortality in a number of illnesses such as type 2 diabetes, 
hypertension and dyslipidaemia. This impact extends further to conditions 
such as cancer, reproduction problems, general health and musculoskeletal 
disorders. Added to this is the psychological cost and the individuals well­
being.
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2.2.5 Social Factors
There is a strong societal belief that weight is entirely under the control of the 
individual giving rise to social stigma. Overweight is routinely ranked as being 
less desirable than facial disfigurement or physical disability. Obese persons 
being viewed as less intelligent, less likely to have friends and lazy (Kirk 
2000). Brownell and Puhl (2001) identified from his study that systematic 
discrimination occurs in three important areas of living, work, education and 
health. The charity Weight Concern (2002) also wrote “that obese persons are 
being stigmatised and discriminated against at work, in schools and even 
within the NHS”. Being obese is often seen as a lack of self-control or a self- 
inflicted disease by the public and does not engender understanding, and at 
worst results in open hostility. (Green 1997).
Healthcare professionals are not , immune to negative attitudes towards 
obesity. In one study 67% of doctors described the obese as lacking in self- 
control, 39% lazy and 34% as sad (Price et al 1987). In seeking health care 
patients may suffer more emotional distress, and are reluctant to seek out and 
accept traditional care due to the way they are treated. Brownell and Puhl 
(2001) reviewed the information on discriminatory attitude towards obesity 
and reported that 24% of nurses are “repulsed” by obese persons. .
With the prevalence of obesity increasing health professionals should be 
aware of the psychological needs of the patients. A study by Hoppe and 
Ogden (1997) using questionnaires examined practice nurse's beliefs and 
attitude towards obese patients They found that treating and managing 
extremely obese patients is a challenge to nursing care. Davis et al (1992) 
described the experiences of a group of nurses caring for an extremely obese 
patient for six months. Using a professional holistic approach his 
psychological needs were met.
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2.2.6 Psychological Costs
Negative attitudes are bound to have an effect on the individual. A study by 
Sarlio-Lahteenkorva et al, (1995) evaluating 1,743 severely obese people 
found that the rates of anxiety and depression were three to four times higher 
than non obese persons. An earlier study by Rand and MacGregor (1992) 
considering the psychological wellbeing of obese patients before and after 
surgery. The statistical data analysis obtained from the study identified that 
although improved health was the main justification for surgery a higher 
percentage of the sample population listed social rather than medical reasons 
for surgical intervention.
Being bombarded with media images of lean individuals, and obesity being 
seen as a result of gluttony and lack of will power has a major impact on the 
social, physical and emotional well-being of the individual. This may lead 
individuals to binge eating, this then becoming a vicious circle if left 
unresolved, these negative emotions could lead to further over eating, 
reduced physical activity and social isolation.
The logistics of travelling impacts on the psychological wellbeing of the 
severely obese person.
The practicalities of overcoming environmental constraints, access, 
transportation and seating are barriers to socialising for these individuals, 
increasing their feeling of isolation and humiliation.
2.2.7 Management of Bariatric patients
The vast amount of literature collected placed the emphasis on weight loss 
and illness Glenny et al, (1997), National Heart, Lung and Blood Institute 
(NHLBI) (1998), Legge (2000) and there was little about organisational 
intervention, attitudes, and related practices when caring for the obese 
patient.
21
The sparse literature obtained relating to managing the obese patient within 
both acute and community environments was from Susan Gallagher (1996,
1999) an outcome manager at the Huntington Memorial Hospital Southern 
California America. Within the U.K an article written by Green and Gillett 
(1998) which discussed how the specific needs of obese patients could be 
addressed within the acute hospital environment, by organisational 
intervention, change of attitudes and related practices was sourced.
Gallagher (1996) identified that many obese/bariatric patients had not slept in 
a bed for years. Most used a recliner chair, as it was more comfortable. She 
also identified that suitable equipment was not available to enable 
obese/bariatric patients to remain within the community environment and that 
standard equipment posed a risk for obese/bariatric patients. Having 
appropriate equipment could improve their well being and quality of care.
Gallagher (1999) also identified that obese/bariatric patients have special 
psychological and emotional needs and that collaborative discharge planning 
should be instigated on the day of admission to hospital. Appropriate 
equipment is an essential component in the patients discharge home, it 
enables a package of care to be provided with care agencies, initially trained 
within the hospital environment, to be sensitive and knowledgeable in the 
patients health and well-being.
Within the discharge process there should be collaboration between the acute 
sector and community professionals. Providing appropriate community 
equipment in patient homes will require environmental risk assessment. 
Consideration should be given to the size and weight of the equipment, the 
weight of the patient, and the suitability of the environment to reduce the risks 
involved in the manual handling tasks i.e. turning, transferring sitting. 
Gallagher (1999) also states “that caring for obese/bariatric patients can be 
challenging. But quality care can still be delivered by understanding their 
problems, re-assessing their needs and altering your risk assessment to 
address their changes”.
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The objective of a study undertaken by Harvey (1998) was to determine 
whether health professional’s management or the organisation of care for 
obese and bariatric people could be improved. The conclusion was that at 
present, decisions about improving provision of services must be based on 
the evidence of patient interventions and good clinical judgement. Future 
research is required to identify cost-effective strategies for improving the 
management and discharge process of bariatric patients into the community 
environment.
2.3 Discharge Process.
Discharge from hospital to the home environment is a critical transition for the 
patient as well as their carer. If the discharge is badly managed it can be 
devastating. The majority of patients are discharged from hospital fit and well 
enough to be able to return home with little or no support, while others require 
a ‘package of care” to support them back to good health. (McKenna et al,
2000).
Jackson (1990), William and Fritton, (1991) highlighted the inattention to 
patients' needs before leaving hospital. Health professionals failed to assess 
the patients' needs prior to discharge, although to most patients and their 
carers the transition from hospital to home could be a critical time. Tierney 
(1993) identified that of those that go wrong, causation is usually due to lack 
of risk and needs assessment, poor communication, and co-ordination. 
Inappropriate equipment provision and poor information delivery to the patient 
and their carers are also contributory factors.
The discharge process is not easy and the literature search revealed that as 
far back as 1985 a study by Arenth and Mamon identified that hospital nurses 
failed consistently to assess accurately the physical, social, emotional and 
functional needs of a patient during the discharge process. On reaching the 
twenty-first century there is no indication that this has improved. Holzhausen's
(2001) survey on behalf of the Carers National Association found that hospital 
discharges are increasingly likely to be poorly planned, timed and handled.
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Kesby (2000) undertook a study to investigate the impact that the Health and 
Social reforms since the National Health Act (1984) have had on service 
delivery on discharge from hospital. The results from section (b) of the study 
highlighted that problems still arose about the discharge policy due to lack of 
understanding about joint assessment and care planning. Relatives refusing 
equipment provision in their own homes, and being confused about the post 
reform changes of the role and responsibility of the district nurse compounded 
the problem of hospital discharge into the post-reform era.
For patients with complex needs (e.g. bariatric patient), this could be the 
difference between remaining at home with the appropriate control measure in 
place or re-admission into hospital if the discharge process was inappropriate. 
Walters (1987) argues that “discharge doesn’t begin on the day the decision is 
made to send the patient home and that the planning should commence on 
admission”, or before admission.
Inappropriate measures present professionals with a dilemma to care or not to 
care. In facilitating unsafe practice when undertaking care tasks due to 
inappropriate control measures they are in breach of current health and safety 
legislation, although they are enabling vulnerable patients to remain at home. 
To withdraw care would leave the vulnerable patient at home without care or 
support.
2.3 1 Individual abilitv to undertake risk assessment.
The fundamental aim of risk assessment is to ensure that hazards associated 
with the working environment are identified following a systematic process. 
The assessment process is identified as the key component in the continuity 
of the community care machinery. It is the pivotal cog that underpins all other 
elements of community care and involves all the multi-disciplinary agencies 
caring for the patient. (Hughes 1995).
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Risk assessment is the first step in the intervention process. It identifies goals, 
equipment needs and care packages that meet both patients and 
informal/formal carers needs and improves functional capability. The 
intervention process enables a formulation of risk as a weighing process that 
balances risk, need and resources against eligibility. With the advent of the 
Human Rights Act (1998) an addition to the equation are the wishes of the 
individual patient. Historically patient’s wishes were not always included and 
the risk assessment served the purposes of identifying risk, need and 
determining eligibility for services. (Mandelstram 1999).
Accident prevention is now a requirement under legislation. The legislation 
imposes a duty on both employers and employees of organisations to 
manage risk. The Management of Health and Safety at Work Regulations 
(MHSWR) (1996) and the HSWA (1974) section 2(1) imposes a duty on the 
employer to train employees. Employers are expected “to provide information, 
instruction and training to staff, particularly with regard to the hazards that 
may exist and the precautions necessary. This should be linked to effective 
supervision to ensure that the lessons learned are being put into practice” 
thereby reducing the risk of employees to WRMSD.
Diamond (1990) reinforces that as professional employees, nurses have a 
duty to take “reasonable care to avoid acts of omission which you can 
reasonably foresee would be likely to injure your neighbour” when undertaking 
care tasks.
Under section 7 of the HSWA (1974), it states that the “employee has an 
equal responsibility to take reasonable care of his health and safety and that 
of his colleagues”
Meaning that employees should co-operate with their employers to comply 
with the statutory regulations and use appropriately work items provided, in 
accordance with their training and instructions provided.
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The DOH white paper (1989) “Caring for People” suggests that community 
care means providing the right level of intervention and support to enable 
people to achieve maximum independence and control over their own lives. 
Central to governmental reforms is the principle, that provision of community 
care services are about risk and needs assessment.
In the ‘real world’ of community care, the problems relating to risk assessment 
are far greater than those of the acute hospitals. Health professionals have 
limited controls over the home environments. Assessments can be creative 
due to resource constraints and individual health professionals perceptions, 
and training in risk and needs assessments. Whilst legislation requires that a 
reasonably safe system of work is required, the assessments are based on 
the availability of resources rather than on risk and needs. Hughes (1995) 
states “the way in which assessments are conducted, recorded and collated 
will have major influence on the extent to which the community care process 
is either organizationally oriented or user-oriented, resource-led or needs-led”.
The NHS and Community Care Act (1990) s.47 states that "authorities cannot 
take account of resources when deciding whether a person does or does not 
qualify for services since assessment is beneficial in it own right”. 
Mandelstram (1999) highlighted in the case of Regina v Gloucestershire 
County Council, (Barry 1997) a major community case where the High Court 
and House of Lords referred to resources as a balancing exercise “involving 
the needs of the individual, the needs of others and the resources available”. 
In contrast to the NHS and Community Care Act (1990), the Social Services 
Inspectorate SSI (1991) stated “Ultimately, however, having weighed the 
views of all parties, including his/her own observations, the assessing 
practitioner is responsible for defining the user’s needs”, leaving assessment 
normatively driven.
The outcome of the risk assessment depends on the individual capability and 
view of health professionals undertaking the assessment. If undertaken under 
pressure, the outcome could result in inadequate human and equipment 
resources being provided. Individual health professionals’ perception of risk
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levels may well differ from those of the user, carer and agencies involved. In 
the guideline regulation 9 of the MHSWR (1996) requires cooperation and 
coordination where two or more employee share a workplace. Compliance to 
the regulation requires the assessor to have gained the ability to balance the 
interests of the patient, against the needs of the informal/formal carers and 
nurses without compromising the quality and standard of care, and health and 
safety concerns.
The NAO Commission (1997) and Hudson (1999) highlighted that on reaching 
the twenty first century, the conduct and standard of risk assessment in the 
community still remains unsatisfactory. Both reports highlighted that they still 
had concerns about the level of training and professional standards when 
Health Professionals were undertaking risk and needs assessments.
Jones et al (1999) researched the ability of health professionals to risk 
assess; it was identified that nurses had the ability to identify hazardous tasks 
but not necessarily how to prioritise them. The nurses did not cite lifting as a 
risky task in their areas. The paper also suggested that the group that 
undertook risk assessment training had a greater level of detail in the 
assessment and produced work of a higher quality.
The MHOR (1992) state that in general the significant findings of the 
assessments should be recorded and the records well kept, and readily 
accessible for as long as they remain relevant. In cases where needs cannot 
be met the risk assessment process should allow for a systematic 
identification of why the working environment is not yet as safe as it should 
be. An action plan to reduce how the tasks are undertaken and a time scale 
for implementing appropriate resources to enable safe system of work need to 
be documented. The aim of this process should be to enable the identification 
of the required service and its future development but this has proved to be 
unfeasible in practice. Jones et al (1999) in his study found that most 
assessments undertaken by nurses were inadequate in terms of setting long 
term goals. He equally found that although nurses were aware of the legal 
obligation to fulfil the recommendations they were simply, “too busy”.
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A study undertaken by Li and Buckle (1999) identified from a questionnaire 
survey, that their relative low return rate was part due to the fact that a 
proportion of those surveyed had never made a risk assessment, so therefore 
felt little need to return the questionnaire.
Recent assertions in the literature suggests that although the importance of 
assessment skills is recognised, the ideal of holistic risk and needs led 
assessments is rarely achieved (NAO 1997), (Carpenter and Calnan 1997). 
Differences between health and social assessment focus differ, with each 
denigrating the assessment skill of the other. Social workers see community 
nurses' assessments as being medical in model and paying inadequate 
attention to patient choice, whereas community nurses suggest that social 
workers allow people to remain in unacceptably-risky conditions because 
client wishes were paramount. Both groups agreed inadequate assessment 
leads to inappropriate decisions about the provision of services and unmet 
needs. (Worth et al 1995).
2.3.2 Risk Factors associated to unmet need
Knibbe and Friele (1996) identified that from an ergonomic point of view, 
community care differs from residential/nursing home care. Both residential 
and nursing home environments are purpose built whereas private homes are 
not built or designed to facilitate care should the need arise. Improving the 
ergonomic situation is possible, but implies interfering in the environment 
where patients and their relatives have already had to allow substantial 
interference. Therefore a system of ethical and legal principles should be 
applied that takes into account the respect for autonomy, (respect for 
individual freedom and choice), beneficence, (protection from harm and 
promoting welfare) and justice (fair), not only for the patient but equally the 
welfare of the informal carers/carers and health/social professionals involved 
in the care tasks.
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Decisions made must be balanced and there is equality of treatment for both 
parties involved. The final decision should be proportional to the seriousness 
of the issues in question and their effects on both parties considered, enabling 
safe practice within the home environment. Bojanowski (1998) identified that 
safety in the work place was important, “that the employer had a moral issue 
to ensure that the environment has a safe system of work policy that adheres 
to the governmental acts and regulation thereby reducing the inherent risk 
associated to manual handling tasks with community care”.
It has been widely reported that patient handling is a significant casual factor 
in relation to low back pain in nursing. (Stubbs and Buckle (1984), Jensen 
(1990), Stobbe et al (1988)), with one nurse in six likely to suffer back pain 
each year (Rodgers and Savage 1988).
2.3.3 Epidemioloqv of back pain in the NHS.
Within the NHS sickness absence is mostly related to WRMSD caused mainly 
by manual handling tasks. These disorders accounting for more absences of 
three days or more as a result of injuries. Recorded sickness levels lasting 
longer that three days have continued to rise 1986/87 to (33%) and in 1994/5 
to (35%) (HSE 1997).
Stubbs et al (1983) identified from their study that the nursing profession had 
an increased risk of back injury through lifting tasks. They estimated that 
40,000 nurses had associated sick leave with back pain in the year preceding 
the survey with 764,000 working days lost annually as a result.
Two later surveys were undertaken, the first by Secombe and Ball (1992) 
used a sample population of 4000 registered nurses. This survey found that 
one in four nurses had time off work as a result of work related back injury. 
Survey two, undertaken by Smith and Secombe (1996), used a sample 
population of 6000 registered nurses, this survey found that one in three 
nurses had time off with back pain or injury.
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A more recent study by Smedley et al (2000) identified that nurses have a 
41% risk of back injury in any one year. None of the studies reported gender 
differences for back pain or injury prevalence.
The Medical Devices Agency (MDA) (2000) receives over 7000 reports of 
adverse incidents from a variety of sources including nurses and other health 
professionals each year. In the last ten years, according to the HSE (1992, 
1998) the majority 70% of adverse incidents recorded were manual handling 
accidents associated to people handling, 54% of which occurred in the health 
care setting 49% were back or spine injuries. A further 446 incidents 
recorded were as a result of using lifting equipment, four were fatalities, and 
eighteen associated with serious injury.
The Confederation of Health Service Employee's research (1992), cited by 
Green (1996) found that 40% of back injuries go unreported. This seems to 
reflect the lower end of the scale. Green (1996) and Moody et al, (1996) 
reported that between 40% and 85% of staff do not report either injury or pain. 
McGuire (1997) suggests that those who took time off work were only the tip 
of the iceberg, and numbers may be far greater.
It has been suggested that the high prevalence of low back pain within the 
health sector can be attributed to handling patients as opposed to industrial 
settings where inanimate handling tasks are undertaken. The rationale for 
these suggestions is that the loads being handled by nurses are mostly 
animate which by nature can be bulky, and unpredictable. Another suggestion 
by Pheasant and Stubbs (1991) is that the nursing work is unique in many 
ways, and about 90% of nurses in the U.K are women.
The work is complex, varied and unpredictable, the human load is bulky, 
unstable and often has to be lifted in a variety of awkward and unplanned 
situations, all contributing to manual handling risks.
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Troup and Edwards (1985), Kelsey et al (1992): Marras et al (1993): Mitai et 
al (1993): Waters et al (1993): Pheasant and Stubbs (1994) identified that the 
weight and size of the load lifted increased the risk of low back pain to 
workers. The MHOR (1992) set no specific requirement in relation to weight 
limits but suggested that the recommended limit is 25Kg for men and 
16.67kgs for women. These figures vary according to the load's position in 
relation to the lifter's body, (appendix 1).
2.3.4 Manual Handling Heaw Loads.
Genaidy et al (1998) asked the question “What is Heavy”; he suggested that 
one of the work practices frequently taught to employees is to estimate the 
heaviness of loads, before they are handled. Literature searches within the 
ergonomic journals found that evidence pertaining to “What is Heavy?” was 
limited. Historic evidence from Karwowski et al (1986) classified four levels of 
load heaviness namely, light, medium, heavy and very heavy. Most of the 
research undertaken was conducted on colleague students to perceive “What 
is Heavy”.
Karwowski (1988) study to determine people perception of individuals weight 
he asked 19 male students to determine weight levels, he then undertook a 
follow up study using female student in 1991. The results of this study 
suggested that on average female perception of heavy when using the borg 
scale (1982) was consistently lower than that of their male counterparts 
Karwowski (1991).
Holmes (1997) discusses the problems concerning manual handling and 
knowing the weight that is being handled. She identified that the MHOR 
(1992) required employers to mark all loads' with their weight and centre of 
gravity. Regulation 4(1 )(b) of the MHOR (1992) requires the employer to 
provide precise information on the weight of the load. The information should 
then be recorded either in a care plan or medical notes for ease of access.
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Although the MHOR (1992) does not set ‘safe’ weight limits, it recommends 
that an ergonomic risk assessment be undertaken that determines the risk of 
injury.
The RON (1996) Safer Handling Policy identified that since the publication of 
its Safe Handling Code of Practice in March (1993) which advocated a weight 
limited of 50kgs for a patient being lifted by two nurses in ideal environmental 
condition the latter coming first. This code of practice increased the 
awareness of nurses of the legal requirements associated with manual 
handling and knowing the weight of the load. When asking patients their 
weight, most patients do not know their weight and will under estimate rather 
than overestimate explaining that they just put on weight and then went off 
their feet because they found it difficult to walk. (Gallagher 1996).
Studies by Wright (1981), Hollis (1985), Love (1996) and Pheasant (1997) 
identify that the risk of WRMSD are further increased when handling human 
loads that are heavy, highly dependent and unpredictable. Pheasant (1997) 
also identified that people in heavy manual jobs are about twice as likely to 
show signs of advanced disc degeneration by the time they are in their 50s. 
The long term effect of working with highly dependent and heavy patients with 
poor staffing and inappropriate equipment causes over exertion injuries to the 
staff involved.
Increasing numbers of cases concerning the interpretations of the MHOR 
(1992) especially in weight related injury have been decided in the courts. 
Croner (2001) identified that in the case of Swain v Denso Martin Ltd. (2000) 
the complainant suffered an injury to his hand when carrying out a manual 
handling task at work. His claim was that his company was in breach of the 
MHOR (1992) which state “that for years legislation and guidance on manual 
handling have concentrated on the weight of the load. It is now well 
established that the weight of the load is only one and sometimes not the 
main consideration affecting the risk of injury”.
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The county court dismissed the claim on the basis that, because the employer 
had not carried out a risk assessment, there was no duty to provide 
information as to the weight of the load. This was overturned by the Court of 
Appeal, that in respect of the MHOR (1992) which involved risk of injury to 
employees, an employer was required to take appropriate steps to provide 
employees with general indications of the weight of a load, and, where 
reasonably practicable, precise information. This applies whether a risk 
assessment is carried out or not. (Croner 2001).
The European Directive (1990) identified that special considerations were 
required in relation to the load characteristic. A risk assessment should be 
undertaken, ideally before the commencement of the task, to reduce the risk 
of WRMSD. The weight, size and contents, posture adopted and position held 
should all be taken into consideration.
Although the ergonomic risk assessment process does ask the question about 
the dynamics of the load, the majority of nurses will estimate the weight of the 
patient. Weighing mobile patients within the home environment is not seen as 
a problem as they can stand on scales. The heavy patient, having reduced 
mobility, and often being unable to stand will not be weighed. The nurse’s 
justification is lack of appropriate scales to weigh the patient and that it is the 
dietician’s role to weigh the patient as part of their weight management 
programme.
Moody et al, (1996) particularly looked at the variation and causes of back 
pain, although they attributed it not only to the specialist area of care in the 
study, but concurred with McGuire et al (1995), that lack of readily available 
suitable equipment was a contributing factor. Pheasant and Stubbs (1992) 
reported in their study the somewhat alarming conclusion that ‘nurses are 
actually being trained in working practices which, for heavy patients at least, 
maybe regarded as unsafe’. Although they did say that due to data limitations 
this could be debatable.
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Apart from literature gathered from Gallagher (1996, 1999) in America, Green 
and Gillett (1998) no further research pertaining to the handling of heavy 
loads in the community environment was found.
2.3.5. Equipment Provision
Variable figures were presented by McGuire (1997), Green (1996), and 
Moody (1996) for use of patient handling equipment. McGuire (1997) found 
that 60.5% of nurses admitted to not using the equipment provided stating 
that they felt it was unsuitable. In a study by Moody (1996) 56% of nursing 
staff felt that equipment provision did not meet the clients needs but this was 
in regard to sling sizes rather than the mechanical aids.
Green (1996) also identified a need to provide “sufficient aids” otherwise "it 
will not be possible to eliminate lifting practice in favour of moving and 
handling". Availability and accessibility influenced the decisions of nurses to 
use or not to use handling equipment. These attitudes towards mechanical 
aids varied from non-use due to sharing the equipment with other units, to 
time wastage encountered in collecting equipment from another room, and 
also to colleagues who persuaded them not use it because it was quicker to 
lift.
Equipment provision for the bariatric patient is difficult, Fazel (1994) when 
confronted with an extremely heavy patient, identified that equipment with a 
safe working load appropriate to meet the needs of the patient was not 
available in the hospital. Under the HSE regulations of (1998) Provision and 
Use of work equipment (PUWER), employers are required to provide 
equipment for use at work that is “suitable for its intended purpose and is 
safe”. The regulations also state that “the equipment should be used only by 
people with adequate training”. The Lifting Operations and Lifting Equipment 
regulations (LOLER) (1998) go one step further than PUWER (1998).
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LOLER (1998) states that “equipment should be fit for purpose and the raising 
and lowering of people by work equipment which is not specially designed for 
the purpose should only be undertaken in exceptional circumstances when it 
is not practicable to gain access to less hazardous means”.
This means that if inappropriate equipment is provided in the short term, the 
tasks are risk assessed and time limits agreed for appropriate equipment 
provision. Steps should then be taken to ensure the safety of both handlers 
and patients by appropriate supervision and training.
Fazel (1994) took interim steps to manage her bariatric patient by using 
firemen to undertake all the lifting tasks whilst the patient was in the hospital. 
Her experience led to the development of a heavy patient’s protocol for the 
hospital environment.
Applying the above regulations within the community environment has it 
constraints when equipment provision requires an adequate amount of space 
in which to move around safely. If the handler using the equipment cannot 
position herself correctly in order to adopt a safe and comfortable posture to 
assist the patient, to move then the risk of injury to the handler will increase. 
This risk will further increase if the equipment required for moving a bariatric 
patient is of a substantial size and encroaches on the working area of the 
formal/informal carer and nurse, although lack of space should never be an 
excuse for undertaking unsafe practice.
2.3.6. Environmental Constraints.
The emphasis on suitable equipment should not detract from the importance 
of a safer working environment. The MOHR (1992) schedule 1 page 3 
emphasises the importance of the working environment.
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McGuire (1997), Moody (1996) and Green (1996) found that staff confirmed 
that lack of space was a significant factor in deciding whether or not 
equipment was used for safe handling. Moody (1996) qualified this by 
reporting that 49% (n=91) had problems because of lack of space, stating that 
lack of space is one of the main deterrents. Moody (1996) considers the 
importance of selecting equipment and furniture to suit the environment; this 
is contradictory an earlier discussion in the same report concerning the issue 
of equipment not meeting clients needs.
Community care staff may have to deal with home environments that have 
large heavy furniture, and are cluttered and carpeted. Small bathrooms further 
compound the tasks of transferring, and make it impossible for appropriate 
equipment provision to be implemented.
In summary, caring for the bariatric patient increases the risk of WRMSD to 
health professionals and informal/formal carers within the health setting due to 
the heaviness of the load. This risk is further compounded within the 
community setting due to environmental constraints. Therefore a risk 
assessment process is required that pertains to the handling of a heavy load. 
Green (1996), generalising on risk assessment, emphasised the need to 
concentrate on the four areas of risk assessment. Task, Individual, Load and 
Environment since this is where the greatest problems arise using an 
ergonomic approach. McGuire (1997) also suggested that “an ergonomic 
approach is required that considers the intrinsic stress of the job tasks as a 
vital risk reduction management”
2.4. Managing Risk
The fundamental principles of controlling health and safety risks at work are 
based on the protection of everyone who may be adversely affected 
regardless of their age, gender and abilities.
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2.4.1 ■ Risk Assessment:
No lifting was the main thrust of the RCN (1993) ‘Safer Patient Handling’ 
campaign which enhances the MHOR (1992) and makes not lifting patients a 
legal obligation “so far as reasonably practicable’. The extent of the 
employer’s duty to avoid manual handling or to reduce the risk of injury is 
governed by what is termed 'reasonably practicable'. Assessing the relative 
importance of risk is an important element in risk assessment; it enables the 
identification of high-risk areas, which demand the highest level of control 
measures, and ongoing management based on the principle of ‘reasonable’.
Reasonable is the degree of risk involved in a particular task, environmental 
constraints balanced against the time, trouble, and resource implications 
required avoiding the risk. If the intervention control measures are grossly 
disproportionate to the control of the risk it may not be reasonably practicable 
to implement the controls. In most cases the risk assessment process enables 
control measures to be implemented that are both appropriate and cost 
effective.
The principles of reasonableness are based on two components: 
Foreseeable: knowing whether or not it is reasonable to anticipate that the 
consequences of a given hazard would be likely to occur. Practicability: 
judging and weighing up the potential risk against the cost in time and trouble 
to implement appropriate measures to control the risk.
The National Back Pain Association /Royal College of Nursing (NBPA/RON) 
(1997) 4^  ^ edition Guide to Handling Patients focuses on an ergonomic 
approach for the reduction of WRMSD, advocating the use of risk assessment 
as a formal process for hazards identification, and the implementation of risk 
reduction measures in patient handling. The MHOR (1992), EEC Directive 
article 16 (1) (1990), and MHSWR (1996) advocated the application of the 
ergonomic model of risk assessment for manual handling operations that 
could result in an injury.
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The MHOR (1992) and NBPA/RON (1997) both provide examples of manual 
handling risk assessment forms, listing five categories that should be taken 
into consideration as possible risk reduction measures if the task cannot be 
avoided.
The Task
The Load
The Environment
The Individuals Capability
Other Factors
According to Haselegrave and Coriett (1995) “the evaluation of risks within the 
workplace needs the recognition firstly, of the presence of hazards at work 
and then the judgement of its strengths” and potential to cause injury. In 
context a hazard is something that may cause an injury whereas a risk is the 
likelihood or chance of that hazard occurring. For example a wire running 
across the floor without covers is a hazard to someone tripping. The risk of 
someone tripping depends on the whereabouts of the wire the risk can be 
reduced by running the wire around the wall. Neither is easy but the second is 
more difficult than the first.
The MHSWR (1996) identified that there are two types of risk assessment to 
help control measures; quantitative and qualitative. According to the MHOR 
(1992) health surveillance should be introduced where there is an identifiable 
disease or adverse health condition related to work concern and where 
surveillance is likely to further the protection of the employees’ health. 
Therefore the risk assessment tool in design should be user friendly, and 
should identify intervention risk reduction measures, and effective outcomes.
Qualitative judgements being the most appropriate in most cases, where the 
risk is not easily measurable in absolute terms.
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2.4.2 Understanding Risk Assessment Process.
The purpose of the risk assessment process is to identify the level of 
exposure of employees within the working environment and take measures to 
ensure that the risks are properly managed. Using the ergonomic task 
orientated approach to manual handling is the first step in the risk assessment 
process.
Manual Handling risk assessment is based on the categories listed in section
2.4.1, and will suffice in all but complex manual handling environments. The 
process for assessing risk is in the first instance the awareness of the 
assessor to the potential problems and the undertaking of the risk assessment 
process.
Secondly through the risk assessment to determine the extent of intervention 
measures required for risk reduction. Thirdly documenting and implementing 
control measures to reduce the risk. Finally, documentation of written records 
to include information, instruction through care plans and handling procedure, 
with ongoing monitoring and auditing. This therefore, is a positive step in the 
reduction of WRMSD.
Although the MHOR (1992) gives a sample of an assessment checklist in the 
appendices of the regulations, the assessment form is not standardised and 
can be numerical, giving any of the categories listed in section 2.4.1 that 
constitute a risk, a score. The higher the score the higher the risk. In complex 
cases, where the risk assessment process requires a more detailed approach 
to identifying the relative importance of risk, risk ranking can be used. Risk 
ranking in controlling risk enables prioritisation of the risks on a scale of 
‘greatest risk first basis'. Risk ranking also enables recognition of the potential 
consequences of the hazard and the likelihood of those consequences being 
realised.
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MHSWR (1996) advocates that determining the relative importance of risk 
ranking is an important element in risk assessment. The relative importance 
of risk identifies that high-risk levels, demand input of higher resources and 
takes into account both the potential consequence of the hazard and the 
likelihood of that consequence being realised. Although MHSWR (1996) 
states that no set formula for rating risk, a number of techniques have been 
devised to assist in the decision making.
Some formulas rank hazards, others rank risk. Assessing relative risk requires 
the estimating of the likelihood of occurrence and the severity of the hazard. A 
simple form of risk estimation devised in the MHSWR (1996) is described 
below and is about the severity of the hazard.
♦ 3. Major- (death or major injury as defined in RIDDOR).
♦ 2. Serious -(absence from work for more than three days)
♦ 1. Slight-(first aid treatment).
The likelihood of the risk occurring depends on how effectively the hazard is 
controlled and the exposure levels. The likelihood is dependent on personnel 
involved, working conditions and length of exposure to the hazard. Risks can 
also be ranked according to likelihood of harm.
♦ High -certain or near certain harm will occur
♦ Medium -where frequent harm will occur
♦ Low -infrequent exposure to hazard exists.
Therefore the risk can be defined as a combination of severity of the hazard 
with the likelihood of its occurrence for example:
Risk = Hazard- ^  Likelihood of 
Severity Occurrence.
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In cases of unmet need due to disproportionate costs full documented 
accounts of the ‘risk verses cost’ decision should be undertaken, including 
justification as to why the decision was made. Implemented control measure 
should be recorded in all cases of risk assessment as a means of ensuring 
consistency, and ongoing monitoring as required under MHOR (1992).
Risk assessments should be undertaken by competent persons, who are 
accountable for the updating of their skills to the risk manager of the 
organisation. These skills should enable the person to identify hazards, or 
task performance standards, that are unsafe and require close monitoring. 
They should be able to identify the hazards associated to the tasks, and 
prepare and implement a risk reduction action plan to enable a safe working 
environment. This can be monitored through supervision, training and 
equipment awareness updates.
The MHSWR (1996) 6(1) states “a person will be regarded as competent 
where he has sufficient training and experience or knowledge and other 
qualities to enable him properly to assist in the undertaking”.
Effective auditing and reviewing of the risk assessment form should be 
undertaken by a competent health and safety advisor within the organisation, 
and should be incorporated on the agenda of the risk management workshops 
to review the appropriateness of the risk assessment form MHSWR (1996).
The challenge of risk assessment is the elimination or reduction of risks that 
are likely to cause harm through unsafe tasks or environmental controls. 
Harmonisation of the domestic environment, where care staff undertake 
unsafe practice and combined tasks is increasing their risk of WRMSD 
through unsafe posturing. The risk of injury is further compounded by the 
weight of the load. A sensitivity and holistic approach is required, bearing in 
mind that patients and relatives have already had to allow substantial 
interference
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The investigation by Straker et a! (1997) into risk assessment for combination 
tasks found that most risk assessments were single task, maximum accepted 
weight orientated and were unacceptable where combined tasks were 
involved. Using single tasks model for assessing combination tasks it was 
likely to result in unacceptable risk errors.
2.4.3 Ergonomic approach to managing risk.
Pheasant (1991) identified the role of ergonomics pertaining to health and 
safety at work. He facilitates that ergonomist should work within and with 
organisations to prevent the prevalence of WRMSD associated to manual 
handling tasks. His three main strategies were selection, training and work 
design, all of which proceed from the assumption that lifting and handling 
tasks were the results of mis-matches between demand of the task and 
capacities of the person.
Two integral parts of an ergonomic approach are interdisciplinary research 
activities based on anatomy, physiology and psychology and finding 
expression through operational activities of one or more established 
technologies such as medicine, engineering.
A recent study by the HSE (1999) “Reducing error and influencing behaviour” 
identified that ergonomics uses information about human abilities, attributes 
and limitations to ensure that equipment, work and workplaces allow for the 
variation of people's capacities. Mis-match can be prevented or reduced using 
ergonomic principles. Failure to observe ergonomic principles can have 
serious consequences for individuals and whole organisations. Effective use 
of ergonomics will make the work place safer, healthier and more proactive 
(figure 6).
An ergonomic interaction approach within the work system could be best 
described as follows:
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Figure 6. An ergonomie interaction approach.
External and Organisational
Physical environment
Work Space
People/things
Stubbs et a! (1986) in a pilot study to investigate patient handling and back 
pain within the nursing profession identified that there was a mismatch in 
relationships between the worker and the task. Fitting the worker to the task 
led to unnecessary postural stress on nurses outlining ergonomic principles 
as the best current approach at that time for the reduction of postural stress. 
The factors considered were mentioned in section2. 4.1.
Stubbs (2000) states that in spite of the range of specialist areas, a general 
principle runs through the study of ergonomic problems in complex work 
environments. The best way to achieve a satisfactory solution is to consider 
the whole problem in terms of a system approach. Using the ’systems 
approach’ acknowledges that changes or problems in one area may have an 
influence on another.
Li & Buckle (1999) identified that, although researchers had used many 
methods in order to assess physical exposure to risk factors in WRMSD, the 
development of a satisfactory tool for health and safety practitioners to use 
when assessing physical risks in the workplace presents a challenge.
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2.4.4. Tripod Approach to managing risk
In contrast to the ergonomic approach is the tripod approach control of human 
error and prevention of accident and incidents developed at Leiden University 
(Groeneweg 1998). The Tripod approach is based on three interconnected 
nodes, accidents, unsafe acts and underlying causes and is aimed at 
preventing, avoiding or removing problems associated with accident statistics, 
analysis and categorisation. Tripod sees accidents as negative results of 
inappropriate management within the business process of an organisation.
Tripod's objective and rationale is not safety and the reduction of the numbers 
of incidents and accidents, but in the managing of the whole organisation 
process. Once these deviations have been recognised, documented, and 
controlled then both the health and safety and working environment of the 
employees will have been improved.
Tripod concentrates on systemic factors and on the way in which 
management decisions propagate into substandard working conditions. 
Tripod attempts to focus on the control deficiencies within the business 
process and not on the individual. Creating an inventory of the operational 
process based on management decisions, standards and organisational 
policies and their effect on the operational environmental
Groeneweg (1998) identified that the Tripod philosophy is that “human error 
can be effectively controlled, and the environmental conditions causing 
human error are known as latent failures, latent because they possibly could 
have been there a long time and failure because it remains hidden”.
These latent failures are categorised into ten so called Basic Risk Factors 
(BRF’s) (appendix 3) or General Failure Types (GFT’s). There are four distinct 
aspects in the BRF management process within the tripod conditional survey 
creating an inventory of the operational programme (figure 7).
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Figure 7. Operational Programme.
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Groeneweg (1998).
Tripod therefore, emphasises that the level of control over the business 
process and the safety state of the organisation is the responsibility of 
everyone in the organisation, safety being one of the positive results of a well 
managed organisation. Tripod also, deems that all levels contribute to the 
detection of BRFs but the responsibility for correcting the deficiencies lies 
mainly at the part of the organisation that is responsible for the drivers, 
resources and methods.
In contrast with Tipod an ergonomic tool has five risk factors and takes a 
whole systems approach divided between the people in the centre and the 
interaction of work organisation and job design on those persons. Within the 
NHS community environment, the ergonomic approach is more conclusive, 
humanising patient handling whilst facilitating health and safety.
Personnel involved in undertaking these risk assessments will have had little 
or no ergonomic training in the risk process, which could in fact produce more 
problems. To reduce this possibility ergonomists advocate the introduction of 
participative methods of making changes to work or work organisation, 
involving people throughout the work force in designing their own workstation 
or work system. ( Haslegrave and Corlett 1995).
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2.5 Managing Change through Participatory Ergonomics
Wilson (1995) suggests that ‘'participation can and shouid be at both 
organisationai and individuai lever. Noro and Imada (1991) identified that 
since 1984, there has been a growing interest in employing participatory 
methods in ergonomics, the term becoming more familiar with ergonomists 
around the world. Thet also suggests that it is consistent with cross cultural 
participatory paradigms and a new technology for disseminating ergonomic 
information.
Noro and Imada (1991) suggest that the field of ergonomics is much broader 
than that of a straight forward scientific enquiry and ergonomists must work 
together with non experts to manage change. Noro and Imada (1991) 
considered three main issues in participatory ergonomics. Firstly, efficient 
utilisation and integration of people and information. Secondly, that apart from 
academic skills it is important to build a framework that utilises the knowledge, 
skill and experience abundant in the workplace. Thirdly, that others involved in 
the design or production process may rapidly be provided with feedback on, 
for example, new designs, improvements which are required in an operating 
plant, demonstrating interest and willingness by workers to contribute to 
improving the work system.
Influencing factors for using participatory ergonomics are both governmental 
and legislation guidelines. Glicken (2000) states that “Decision makers in 
government and business are feeling increasingly compelled to seek citizen 
input in decisions that affect the public”.
With the introduction of new technology, and a rapidly changing market, 
modern industry is proposing participatory ergonomics as a flexible means for 
promoting and achieving occupation health goals.
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The Framework Directive (89/391/EEC) contains specific provision about 
involving workers in health and safety consultation. Further Guidance to the 
Health and Safety (Consultation with Employees) Regulation 1996 states that 
“this consultation may be carried out directly or through elected 
representatives". This can be achieved through a variety of means such as 
briefing meetings, quality circles and/or surveys. HSE (1996) page 5 makes 
very clear the difference between informing employees and consulting them, 
stating that “Consultation involves listening to their views and taking account 
of what they say before any decision is taken”.
Haines and Wilson (1998) discussed the pros and cons of participatory 
ergonomics in their contract research report for the HSE. They identify 
disadvantages of participatory ergonomics as the unwillingness to get 
involved, managerial response to involving users, and users feeling that what 
they are being asked is outside their capabilities or influence.
The advantages that are commonly referred to in the literature
a) that employees have a unique knowledge and experience in work. This 
was demonstrated in Buckle and Ray's (1991) study using participatory 
ergonomics in user design with office workers, there was a significant 
increase in knowledge of ergonomic issues amongst the group, which 
led to greater empowerment of users.
b) involvement of people in analysis, development and the 
implementation of change generates a greater feeling of solution 
ownership and commitment to the changes being implemented.
This has been demonstrated in recent studies by Kuorinka and Patry (1995), 
Zalk (2001), Glicken (2001). Macie (1998), Stubbs (2000) Hignett (2001). All 
of these authors found that having occupational health and safety alone 
(eliminating only specific risk factors) was not enough. When a training 
program is derived from the workers both the process of learning and 
teaching will enforce ergonomics as an essential element in work procedures.
47
Hignett (2001) had tried since 1994 to incorporate an ergonomic approach to 
manual handling, taking a top-down (macro), and bottom up (micro) approach. 
After five years the completed risk assessments suggested that the working 
environment had become safer, with the trends for manual handling incidents 
and days lost to musculoskeletal related sickness absence going down.
The effect of full employee participation in an ergonomics intervention 
program would depend on the form of participation applied and the 
organisational culture and conditions. Full participation of operators and 
supervisors in decision making relating to ergonomic issues can achieve good 
results even if the involvement is done through representation. (Maciel and 
Barreira, 1994).
In ergonomic analysis and design, user participation is considered to be the 
first stage of establishing the requirements for the system, the tasks and users 
(Wilson and Rajan, 1995). The challenge within the NHS community care is 
the diversity of causation for WRMSD, and tackling health and safety issues 
that arise within the domestic environment.
Participatory ergonomics by its very nature should involve group or team- 
based activities, within the NHS community environment. Using Hignett’s 
(2001) top-down and bottom-up strategy to encompass all multidisciplinary 
teams working in the community environment, would be advantageous in 
improving health and safety through redesigning or designing work 
environments as part of an ongoing ergonomics programme. But in 
implementing these changes a balance would be required that strives 
between satisfying the demand and maintaining a healthier workforce” Burton 
and Buckle (1996).
The ergonomics methodologies should then be cascaded and disseminated to 
enable altered attitudes, behaviour, and beliefs of individuals within the 
workforce and home environments towards bad practice and inappropriate 
task design.
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Although the framework for an ergonomic approach does not incorporate 
training as its primary element, Figure 8 suggests a model of participation that 
encompasses a climate for participatory ergonomics to encompass training, 
communication and ownership at all levels.
Figure 8. Participatory Ergonomic Approach
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Stubbs (2000) concluded that participatory ergonomics was an important 
factor in preventive strategies. That there is a need for a multidisciplinary 
approach and wider dissemination of what ergonomics is and how its 
methodologies can be utilized within the context of occupational medicine to 
generate healthier, safer, and more productive work systems to the benefit of 
all.
Clearly the benefits gained from ergonomic intervention in respect of 
musculoskeletal disorders have to be considered in relation to the individual, 
the organisation and society (Stubbs and Buckle 1995).
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2.6 Discussion of Literature and aims and objectives of the study.
The literature research has revealed that there is an increase in the 
prevalence of obesity and bariatric patients in the United Kingdom, (sections
2,2.2.and 2.3). Current thinking is about the medical and weight reduction 
management of the obese and bariatric patient, rather than on health and 
safety.
From the health and safety aspect research is limited to America or the 
hospital environment. No information was obtained regarding care in the 
community of obese and bariatric patients.
From the literature search a wealth of information was gleaned that identified 
training needs associated to risk assessment within the health sector (Kesby 
2000 section 3). A wealth of research evidence was gathered with regards to 
WRMSD and their association to manual handling, but limited to 
understanding what was heavy and a person's perception of heavy. Limited 
evidence was gathered on the significance of weight- related tasks and their 
impact on WRMSD and legislation implications related to load characteristics.
Having reviewed the above the aim of the study was to investigate ‘Bariatric 
Care in the Community'.
The Objectives were to
a) Determine from a questionnaire issued to District Nurses and Social 
Services Care Managers in two localities within Berkshire, the 
prevalence of bariatric patients being cared for in the community.
b) Determine from case studies good and bad practice.
b) Identify a further research project for the development of a discharge 
policy and ergonomic risk assessment tool for bariatric patients in the 
community.
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Chapter 3. Methodology
3.1 The Design
The research study comprised of four distinct stages, all of which will be 
discussed separately in the next chapter. The method included:
❖ ongoing literature review,
❖ pilot questionnaire.
❖ Sample population questionnaire
❖ case studies gleaned from work experiences of the researcher.
In the methodological considerations section the researcher will discuss the 
overall research design and the reasons for the choice of design. The 
research process is depicted diagrammatically in the methods section 
chapter 4 section 4.2 (figure 10).
3.2 Methodological Considerations:
Cormack (2000) states that “The research design represents the major 
methodologicai thrust of the study” therefore, both quantitative and qualitative 
research methods were explored, consideration being given to their relative 
strengths and weakness in the design approach in relation to the nature of 
this study.
Quantitative research commonly referred to as (a) “hard science” since it is 
perceived as rigorous, systematic, and objective, focusing on numerical data 
and using statistical analysis and controls in an attempt to eliminate bias” 
(Blenner 1995), (b) as logical positivism emerging from the school of 
philosophy in the 19^  ^ Century. It contends that the research must be truly 
objective and precision in measurement is essential. (Carter 2000, Blenner 
1995).
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The aim of quantitative research is to study specific variables of interest, to 
demonstrate the probable relationships of variables based on prior research 
to determine cause and effect of a generalised phenomenon.
In contrast, qualitative research is a field of enquiry in its own right, naturalistic 
in approach. Qualitative data crosscuts disciplines, fields and subject matter, 
and concentrates on exploring in much greater depth, the nature and origins 
of people's viewpoints, or the reason for, and consequence of them.
Qualitative research is an appropriate mode of enquiry when researchers wish 
to study the understanding and motivation of the research subjects, enabling 
researchers to gather extensive amounts of rich data with thick descriptions 
(Porter 2000, Charmaz 1995, Geetz 1973).
Qualitative research is also described as a legitimate aspect of the realms of 
science, which leads to knowledge about people and their world. It is an array 
of interpretative techniques, which seek to describe, decode, translate and 
otherwise come to terms with meaning, not frequency, of certain more or less 
naturally occurring phenomena in the social world. Described as a device 
whereby the researcher once close to organisational members, gains an 
insight into people and situations. (Munhall and Oiler 1986, Van Maanen 
1983, Easterby-Smith et al 1996).
Within quantitative and qualitative methods sample selection can be 
dependent on the overall research design. In quantitative studies emphasis is 
placed on the way in which samples are selected to ensure that they are 
representative of the population as a whole (Clifford 1997).
Whereas, in qualitative studies the researcher is attempting to obtain 
understanding through an in depth and detailed exploration of a phenomenon, 
group, or person (Mariano 1995, Patton 1990).
Quantitative data collection tools enable measurement of reactions from a 
vast amount of people to a limited set of questions via structured surveys, 
interviews, experimental controls and statistical analysis to be determined.
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They use standardised measures that fit diverse opinions and experiences 
into predetermined response categories, generating data that is both 
quantifiable and statistical data from questionnaires that are succinct, easily 
measurable, systematic, standardised and presented in closed questions.
Quantitative levels of research design include exploratory, descriptive, 
correlation, quasi-experimental and experimental. Deciding on which level is 
used depends on both the level of knowledge about the topic and its 
phenomena. If only limited knowledge is available and new facts are required 
a descriptive study would be undertaken.
As the name implies, descriptive studies describe “what is happening in a 
given situation”. This as Talbot (1995) suggests “allows the researcher to 
systematically describe a phenomena as it occurs in its natural environment”.
The aim of descriptive studies is to discover new facts about a situation, 
people, activity events, or the frequency with which they occur (Carter 2000), 
(Polit & Hungler 1997). Knowledge generated from descriptive studies can be 
utilised to enable further research using correlation, quasi-experimental or 
experimental design.
Correlation research is designed to answer questions in more detail than 
descriptive research. It measures the strength of relationships between two or 
more variables not causation. Measuring relationships between individual 
variables in a selected sample involves the use of statistical correlation.
Having established a relationship further research could be undertaken using 
either quasi-experimental or experimental design to determine cause and 
effect (Cormack 2000), (Clifford 1997).
Quasi- experimental research enables the manipulation of the independent 
variable but lacks the essential properties of randomization and control 
groups. As its name implies, it is a study that reflects experimental design but 
not completely.
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It is often used in the clinical setting where control over variables and control 
groups is inhibited by the nature of the study or environment. Clinical research 
is particularly difficult, as it cannot always meet the criteria of true 
experimental research. Callaghan and Trapp (1998) acknowledged that theirs 
was a quasi-experimental research study evaluating two dressings for the 
prevention of nasal bridge pressure sores. The control group was non­
randomized due to the nature of the study. This study design however, still 
offers some research controls in comparison to other quantitative designs 
when a true experimental design is not possible.
Experimental research is considered the most powerful in that the researcher 
exerts significant controls and rigor within the study design (Blenner 2000). 
Experimental research involves observation for scientific purposes, and 
systematic controlled investigation to establish cause and effect relationships 
between independent and dependant variables. The study design enables the 
testing of the hypothesis by observing the effect the independent variable has 
on the dependant variable. It is envisaged that the variable hypothesized to 
be the casual factor in the relationship is the independent variable. This 
independent variable can be manipulated during experiments to measure its 
effect on the dependant variable.
However, as in all research designs the experimental design has its 
limitations. Firstly, if there are a high number of variables they will not be 
amenable to manipulation. Secondly in decontextualising the situation it can 
de-normalising both the way people are treated and the work environment. 
This has the potential risk of creating the “Hawthorn Effect” i.e. people 
changing behaviour simply because they are being watched (Cormack 2000), 
(Easterby-Smith et al 1996), (Wasserbaur and Abraham, 1995), (Clifford 
1997).
In contrast qualitative data collection is descriptive in nature and 
encompasses a holistic approach preserving the wholeness of the individual 
experiences. It develops concepts that seek to describe and explain the 
cultures observed (Clifford 1997).
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Data collection measures and tools in qualitative research consider case 
studies, questionnaires, interviews, focus groups, historical data and diaries. 
In contrast to the structural approach of quantitative research, qualitative 
research methods tend to be unstructured and open, incorporating grounded 
theory methods for systematic data collection, and analysing data to build 
middle range theoretical frameworks that explain the collected data.
Therefore grounded theory data is defined as a theory describing or 
explaining phenomenology, grounded theory methodological approach used 
as part of the data collection process provides an open approach to the data 
analysis. Grounded theory approach has been developed from the social 
sciences as a means of developing a theory that is” ‘grounded in reality’ about 
the social world (Clifford 1997). Researchers using grounded theory to reality 
tests theories of programmatic action, program effects and the relationship 
between action and effect. It enables the researcher to discover in the 
empirical world that their theory is actually proven. It also allows for a flow of 
information (figure 9) in both directions, and has flexible heuristic strategy 
rather than formulaic procedures. (Charmaz 2000).
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Figure 9. Data Flow
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Both quantitative and qualitative research methods have two distinct 
approaches in analysis (Talbot 1995). Qualitative data is associated with 
assumption and concentrates on words rather than numbers. Quantitative 
research however tests hypothesis statements, information gleaned from 
previous studies or phenomena provides statistical evidence that seeks to 
prove or disprove the theory.
Validity of both quantitative and qualitative methodologies can be limited 
within the scope of the research. In quantitative research the researcher will 
endeavour to ensure that the structure for data collection is reliable. In 
qualitative research the researcher is aware that asking open-ended 
questions will not have a consistent response. Cormack (2000) states “that 
the key method to ensuring validation is combining both quantitative and 
qualitative approach”. Each approach serving to compliment the other and 
generate different types of knowledge.
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The combining of both quantitative and qualitative research methods through 
multiple data collection to investigate single phenomena increases reliability 
and validity and is known as triangulation. One method of triangulation 
includes data triangulation where a variety of data sources are used (Patton 
1990, Polgar and Thomas 1997) considered the use of the two methods to be 
“particularly powerful”. Triangulation avoids the limitations of a single 
approach and enhances validity by confirming data significance.
Triangulation encompasses reliability, validity, and generalisation:
❖ Reliability refers to the accuracy of data in stability and repeatability.
❖ Validity examines the extent to which the instrument actually does what it 
purports to do.
❖ Generalisation is the aim of extending the sample population findings to 
the chosen population.
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Chapter 4. Method
4.1 Justification for triangulation methods
This four part descriptive study combined quantitative and qualitative research 
methods. Quantitative data collection via triangular questionnaire, statistical 
analysis was excel 97. Qualitative data collection was by via case studies.
Justification for multi-method research has advantages. Using a combination 
of quantitative and qualitative approaches is a recognised means of ensuring 
reliability and validity of the research (Denzin 1992). The empirical data 
provided could enhance the minimal research found following the literature 
review. Demographic data, details and opinions gathered by the 
questionnaire were in the form of nominal and ordinal data thought of as 
qualitative data.
Multi-method research has various advantages (Polit and Hungler 1997). 
They use complementary approaches of the written word and statistics. These 
two methods allowed data collection, rich in information, using both open and 
closed questions. The method avoids the limitations of a single approach, 
enhances validity by confirming data and significance.
4.2 Sequence of Events
Figure 10 demonstrates the research process including:
♦ Continuous literature review
♦ Ethics committee
♦ Systematic distribution of main questionnaire
♦ Data Collection
♦ Analysis
♦ Results
♦ Conclusion
♦ Recommendations.
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Figure 10 Research Flow Chart:
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4.2.1 Ethical Considerations:
Ethical approval was sought and approved by three different ethical 
committees prior to the commencement of the study. Approval from the 
University of Surrey was sought first and after modifications to the text and 
research methods protocol approval was given (appendix 2).
The protocol was submitted to both National Health Service Community 
Trusts (NHS) and Unitary Authorities within East and West Berkshire all of 
which gave written ethical approval, (appendix 2 )
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4.2.2 Sample Consent.
The sample populations consisted of district nurses and care mangers based 
in Slough and Wokingham Towns. The district nurses and care managers 
gave their implied consent to take part in the research by returning the 
completed questionnaire. The subjects were free to withdraw at any time from 
the study and return the questionnaire unanswered. A telephone call obtained 
verbal consent before the questionnaires were distributed. A letter 
accompanying the questionnaire gave them ah explanation of the study.
4.2.3 Managerial Consent.
Named managers of the four professional sample populations were sent the 
questionnaire and a covering letter seeking approval for staff participation 
(appendix 2). Permission was granted from all managers. Managerial consent 
was required to ensure that information disclosed was not detrimental to 
individuals and organisations.
4.2.4. Perceived Risks.
Risks are an inherent part of any study; therefore it is essential that the 
individual rights of persons involved with the data collection are protected. 
There were no perceived risks within this study as it was of a descriptive 
nature not participatory. Data collected from the health professional asked for 
indirect demographic information with no patient involvement.
4.2.5. Confidentiallv
Data was collected via the questionnaires and consent forms from the 
professionals. All information was stored in a locked filing cabinet within the 
researcher’s office; access to the cabinet was unavailable to others as the 
researcher held the key. All statistical data and case studies were stored on 
the personal computer (P.C.) of the researcher secured by a password for 
access. Raw data was kept for further research studies.
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4.2.6.Sample Population
Consideration was given to the population and sample to be included in the 
study. The sample population should be representative of the population who 
are exposed. Therefore District Nurses and Care Managers from Slough and 
Wokingham Towns were selected as the sample population for the research 
study.
The rationale for selecting these professionals, as a sample population is that 
community care is both Health and Social Services led, with District Nurses 
and Care Managers being the key workers. As health/social professionals the 
District Nurses/Care Managers would undertake the first risk/needs 
assessment for their patient. These assessments should identify any adverse 
health and safety risks and identify any equipment or safe systems of work 
that require implementing to reduce these risks. No other health professionals 
including G P’s take such an active part in the risk/needs assessment process 
in the community.
The mixed sample population would identify cross professional working 
practices in risk and needs assessment.
4.2.7. Sample Size
Word limitation of the study restricted the sample population size to Berkshire 
and not the wider area of Northern and Southern England where lifestyle 
choices may influence the outcome of the study. The Review Strategic 
planning unit, London, identified Berkshire’s population in 1999 as being 
788,423 of which 8% were represented from the ethnic minorities, (appendix 
4).
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The towns of Wokingham and Slough were selected as a constructed sub-set 
sample of the population represented in the study as the main area of interest 
as opposed to Newbury, Reading, Bracknell, Windsor and Maidenhead for 
three main reasons.
All towns within Berkshire were considered, but both Slough and Wokingham 
were the most diverse. Slough ranked 308^  ^ out of 366 in Local Authorities 
that were under privileged with a population of 107,108(population census 
1991). Whereas Wokingham was the most affluent Local Authority ranking 
first in Berkshire having a population of 145,454 (population census 1991) a 
population difference between Local Authorities of 38,346.
Berkshire is divided into east and west NHS Community Trusts and six Social 
Services Unitary Authorities. Data collection would enable identification of the 
different working practices across Primary Care Trusts and Unitary 
Authorities.
Due to the close links with colleagues within both towns’ convenience 
sampling enabled questionnaires to be delivered and returned within the 
specified time limit. The advantages of convenient sampling are, its ease in 
undertaking the research, and a saving of both time and money. The 
disadvantage is its potential to introduce bias. (Talbot 1995).
4.2.8 Justification for Data Collection Method.
Consideration was given to the sample population taking part in the study 
when deciding the preferred method of data collection in the study. The 
researcher was aware of other quantitative and qualitative methods of data 
collection, namely observational, and diaries but both were discounted due to 
the nature of the study. Consideration was given to both questionnaire and 
interviews as the preferred data collection method both having advantages 
and disadvantages Sinclair (1975).
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a) Interviews:
Interviews are popular, and are often claimed to be the best method of data 
collection giving the implication that the researcher is meeting the respondent 
face to face. Interviews have always been in the repertoire of ergonomists; the 
emergence of knowledge engineering has lent a new importance to this 
technique (Sinclair 1975).
The complexity of this method of data collection is under estimated, in that it is 
time consuming and the researcher’s approach when asking questions can 
introduce bias. As a data collection tool interviews have their advantages and 
disadvantages.
i) The advantages:
♦ Allows people to express their complex feelings and perceptions.
♦ Allows the interviewer to clarify participant responses and to probe in more 
depth.
♦ Allows highly structured interview within specified time limits.
♦ Recorded data to use
ii) The disadvantages
♦ Length of preparation time required before the interview to ensure that the 
interviewer does not introduce bias.
♦ Arranging the interview schedule.
♦ Time allocations
♦ Time consuming
♦ Managerial permission for release time for the participant.
♦ Permission required for recorded interview.
♦ Non attendance introducing bias.
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b) Questionnaires:
A questionnaire was the researchers preferred method for data collection as 
opposed to interviews. The rationale being that a comprehensive 
questionnaire would be cost effective, quicker and less demanding on the 
time of the professionals involved. The appeal of questionnaires lies in their 
ability to obtain large amounts of information from large numbers of people, at 
a relatively low cost and relatively quickly (Sinclair 1975).
As busy professionals the sample population could answer the questionnaire 
in their own time within the office environment. As data collection methods 
questionnaires, like interviews have their advantages and disadvantages.
i) Advantages
♦ User friendly
♦ Familiar
♦ Cheap
♦ Self-completion in own environment.
♦ Captive market.
ii) Disadvantages:
♦ People will only answer what they think the researcher needs to know.
♦ Can be used inappropriately,
♦ Unless the information required is strictly factual and fairly easily checked 
their reliability and validity can be quite low.
♦ Bias can be introduced if there is a low response rate.
In summary having reviewed the advantages and disadvantages of both 
interviews and questionnaires as data collection methods, the researcher 
chose questionnaires as the preferred method for data collection.
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4.3 Quantitative Study
4.3.1 Questionnaire Design
The purpose of the questionnaire was to elicit community professionals’ 
perception of the level of exposure to injury when caring for a heavy patient in 
the community environment. Also, to establish the level of involvement of 
community professionals in the discharge process from hospital to home. The 
data collected would be used to determine the sample population's opinions 
and attitudes towards aspects of a system.
4.3.2 Format and Lavout of the questionnaire.
The design of the questionnaire was not meant to provide information on 
unsafe practice but to establish facts and minimise subjective interpretation. 
Following a critical analysis of the literature, group discussion with peer 
members of the Oxford Back Exchange for the testing of ideas, consultation 
with mentor and historical data obtained from the working case studies, the 
questionnaire was organised into three sections:
i) Demographic information,
ii) Hospital discharge,
iii) Risk factors associated with care in the home environment.
Comprising of twenty-four questions in total, each section had a combination 
of closed and open questions. The open questions allowed for in-depth 
probing of the feelings and attitudes of the mixed sample population in relation 
to a specific task and their knowledge base around the task. In human factors 
context, questionnaires typically allow an investigator to either directly probe 
specific aspects of a task, or to examine the attitudes and feelings, which may 
be expressed. (Kirwan 1992). The language used was carefully chosen to 
apply to the mixed sample population.
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The closed questions comprised of a tick box format. The closed questions 
were easy to answer and easier for the researcher to code and display. (Bork, 
1993). Additional space was given for comments.
Section one concentrated on closed and open demographic data collection 
including age gender, diagnosis, and home environment. Oppenhiem (1996) 
and Bork (1993) recommended leaving the demographic details until the end 
of the questionnaire as they could be perceived as threatening. The 
researcher perceived that these questions were less threatening than those 
asked in other sections of the questionnaire
The open questions enabled probing that asked for contributing factors such 
as patient’s diagnosis and home environment. These questions enabled 
further screening on associated health and environmental factors. Using a 
questionnaire as a screening instrument has the great advantage that it yields 
not only exposure data but also information on associated health symptoms 
and on the ideas of workers themselves about possibilities for improvements 
(Hildebrandt et al, 2001).
Section two concentrated on hospital discharge. Again, questions were open 
and closed enabling probing into whether the key task of risk and need 
assessment were undertaken before discharge, and the level of involvement 
of community professionals. This section allowed for quantitative data to be 
gathered that measured the exposure level of community professionals to 
injury from unsafe practice. Using questionnaires to quantify absolute 
exposure levels is limited, but any information gathered could be sufficient to 
highlight and inform groups as to their level of exposure. (Burdorf 1999).
Section three concentrated on the community professional’s perception of 
task associated risk when caring for bariatric patients in the community. The 
questions were again, open and closed. This section enabled probing into the 
knowledge base of the community professional in relation to risk assessment, 
and risk reduction planning.
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4.3.3 Conducting a Pilot Study.
To determine validity and reliability of the measuring tool the questionnaire 
was piloted by District Nurses managed by a peer member of the Oxford 
Regional Back Exchange in the Henley region of South Oxfordshire. The 
rationale for using Henley for the pilot study was its close proximity to 
Wokingham, its population size 9,916 (Oxfordshire County Council 1998) and 
its convenience. This form of convenience sampling has its place, particularly 
in a pilot study (Drummond 1996).
As the subject sample were all self selected volunteers they could introduce a 
sampling bias by exhibiting different characteristics and behaviour to a non 
volunteer sample (Brewin 1995).
The pilot study involved a small sample of the same population that would 
ultimately be involved in the main study, to help ensure reliability. They were 
selected as the researcher felt that they would give constructive criticism of 
the pilot questionnaire. All volunteers were given an explanation of the study’s 
consent form, which they were asked to complete before answering the 
questionnaire, (appendix 2 ). Co-ordination of the pilot study was done in 
conjunction with the peer member at the Oxford Regional Back Exchange.
On receipt of the completed questionnaires and peer comments, data analysis 
revealed discrepancies in the measuring tool. Interpretation of the data was 
not factual and highlighted the subjectivity in some of the open questions and 
unclear confusing information was gathered. This stage is vital, it is here that 
the last chance occurs to discover the fallacies and unnoticed assumptions in 
your thinking (Sinclair 1975).
Respondent’s comments, gleaned from the feed back, indicated that the 
questionnaire was too long, time consuming and not easily followed. From 
these comments modifications were made and a second draft was distributed 
to peer members of the Oxford Region Back Exchange for critical analysis 
before distribution to the study sample population.
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Piloting the questionnaire ensured that changes could be made to it, prior to 
its distribution to the main sample population. The resulting changes identified 
from comments of peer members and pilot sample population, enabled the 
development of an effective questionnaire by improvements to the following
♦ Sequencing
♦ Factual question
♦ Clarity of the questions
♦ Format changes.
♦ Data analysis.
♦ Distribution Process
Also, the process provided the researcher with time to consider whether the 
method of analysis chosen was appropriate for the data collection. For a copy 
of the questionnaire see Appendix 2.
4.3.4 Main Quantitative Studv.
Telephone calls to managers within the sample population were made to 
ascertain the number of questionnaires, consent forms, and explanation 
letters of the study that would be required. Two hundred questionnaires were 
distributed by internal and external post to named District Nurses and Care 
Managers, all labelled “private and confidential”. Stamped addressed 
envelopes addressed to the researcher and labelled “Strictly Confidential 
open by addressee only”, were enclosed.
4.3.5 Distribution Process.
The questionnaire was presented on two-sided A3 paper book format, for 
ease of handling, and to make it stand out from other papers on the sample 
population's desks. For identification purposes, a coding system was devised 
and put into the footer to enable source identification.
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For Social Service in Slough sss was in the footer and for District Nurses in 
Wokingham wdn, likewise was used for this sample population. The coding 
enabled comparative statistical data collection.
At the top of the questionnaire the patient's inclusion criterion were identified. 
It stipulated patients weighting >127kgs would be eligible for the study, 
excluding patients weighting < 127kg.
4.3.6 Covering Letter
An accompanying letter of two-sided A4, headed paper accompaniéd the 
questionnaire giving an explanation of the study. Bork (1993) recommends “a 
short, convincing covering letter, that will ensure a good response rate” 
(appendix 2). The letter carried details of the researcher’s employer, address 
and contact number allowing the respondent to contact the researcher if 
required. The letter was not dated, as it was prepared in advance. The 
friendly, but professional language used in the letter encouraged completion. 
The rationale behind this was that the covering letter would be the first point of 
contact with each individual respondent and therefore it was carefully worded.
The opening paragraph explained the aims and objectives of the study. It 
identified the inclusion criterion > 127kg as defining eligibility. The rationale for 
the research and the institution to which the research was affiliated were 
explained. Gissane (1997) suggests that the respondent are much more likely 
to complete a questionnaire if it is printed on headed notepaper and carries 
details of the establishment sponsoring/supervising the research. Also 
included was an end date for the study. A six-week period was identified with 
the starting date as 1®^ October 2001 and completing on 9^  ^November 2001.
The researcher had agreed with the information technology departments of 
both the NHS Community Trust and Unitaries that they would provide 
statistical data on live case loads of the sample population during that six 
week period.
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The letter explained to participants that completing the questionnaire was 
optional, but a nil response would be appreciated and that all information 
given would be confidential and destroyed at the completion of the study. 
Confidentiality of information was important, as the respondent may not return 
the questionnaire if anonymity was not assured. A personal signature 
concluded the letter. The rationale behind the signature was to personalise 
the letter to increase the response rate (Gissane 1997).
An explanation of the study, and tear off consent slip accompanied the letter, 
together with a stamped addressed envelope addressed to the researcher for 
the separate return of completed consent slip. As with the covering letter A4 
headed paper was used giving the name, address and contact telephone 
number of the researcher (appendix 2).
4.3.7 Follow up letter
Two weeks after the deadline for completed questionnaires to be returned, a 
follow-up letter and another copy of the questionnaire were sent to those 
subjects who had not responded. The researcher’s assistant was facilitating 
the process by recording the non-respondents on behalf of the researcher, 
enabling the researcher to remain blind to the procedure. The follow up letter 
was used to improve the overall response rate, as recommended by Bork 
(1993) (appendix 5).
4.3.8 Method of analvsis for the quantitative data.
The data were analysed using Microsoft 97. The descriptive statistics 
produced are displayed in the result’s section. Excel was used to collate and 
analyse the coded responses incorporating them into a. spreadsheet, 
(appendix 6). The data demonstrated the variables within the population. 
These variables included age, gender, body, stature, weight, and number of 
professional involved in the care.
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Once the data had been entered into an Excel spreadsheet formulas were 
applied to calculate the geographic and functional values of statistical 
importance, the results of which were presented in graphical form. Standard 
Deviation analysis was not undertaken due to the relative small numbers of 
patients and the widespread of the data collected.
In conclusion the statistical quantitative data gathered would enable the 
researcher to produce analytical data. This would then be compounded by the 
qualitative data gathered from the open questions of the questionnaire and 
the snap shot case studies that will prove or disprove the phenomenon being 
discussed within this study.
4.4 Main Qualitative Studv.
Qualitative data collected were used to add depth to the quantitative data and 
to strengthen or refute the findings in the questionnaire. As already described 
under quantitative data collection, the open and closed questions within the 
distributed questionnaire to District Nurses and Care Managers allowed for in- 
depth probing of the sample population feelings.
Descriptive case studies illustrating the phenomenon in question were 
gathered from the commencement of the research study. The case studies 
strived to accumulate consistent data on complex individual cases where an 
intervention strategy was required to reduce the risk of exposure to district 
nurses and carers from WRMSD when caring for individual bariatric patients 
in the community across Berkshire.
An ergonomic risk assessment tool as opposed to the Tripod assessment tool 
(section 2.4.3 and 2.4.4) was used to identify the hazards associated with the 
home environment. Tripod, which is orientated to commercial organisations, 
was deemed too big and not individualised enough for the community setting.
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Changes that reduced the risks associated to the care of the individual 
bariatric patient were recommended to enable district nurses and carers to 
continue caring within the home environment. Although seen as 'non- 
traditional research' (Wasserbauer and Abraham 1995), case studies are 
frequently used when a new phenomena is being described.
4.4.1. Justification for case studies.
Case studies are often considered, when a new phenomena is being 
described. The researcher in this study required information that was rich in 
information, provided descriptive information, and explained why and what 
happened. Talbot (1995) suggests that case studies provide explanatory 
information about why as well as what.
The disadvantage of case studies as a data collection tool is their inability to 
be generalised to other populations and replication by other researchers. The 
advantage of case studies is their ability to stimulate additional research 
questions in the area of the study and the detailed level of analysis that 
results when the research is confined to a small number of subjects, both of 
which are applicable to this study.
The study descriptive in nature focuses on a single community (bariatric 
patient) to identify the new phenomena; therefore it is classified from the 
widely used list in (figure 11) as community studies and warranted the use of 
case studies.
Figure 11 Classifications:
Individual case histories Turton 1995
Community Studies Brown 1996
Social Groups Wood 1997
Organisational and institutional James et al 1993
Specific events, roles and relationships Symes,1997.
(Rolfe 1998, Sandelowski, 1996).
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Evidence gathered for the case studies may come from six sources; 
documents, archival records, interviews, direct-observation, participation- 
observation and physical artifacts (Yin 1995). In this study data was collected 
using participation-observation methods where the researcher was involved in 
the case due to the phenomena under investigation. The major problem 
envisaged with participation-observation is its potential for bias (Yin 1995) 
which in some cases threatens the credibility of the study.
Convenience sampling was used to collect raw descriptive data, some 
photographically, from ten case studies that were representational of the 
population being studied. The case studies drew information together that 
retained the holistic and meaningful characteristics of real life events 
pertaining to the phenomena being described, and identified any risk factors 
associated with bariatric care in the community.
4.4.3. Sample Population
The inclusion criteria for the qualitative case studies were the same as the 
quantitative study to allow for cohesion. The weight of the patient had to be > 
127kgs It was envisaged that convenience sample case studies would be 
information rich, portraying the phenomena and individualised intervention 
strategy and their outcomes. These are cases from which one can learn a 
great deal about matters of importance in the evaluation (Patton 1995).
Generalising from ten individual case studies proceeded through an analytical 
rather than statistical inference process. The rationale for this was not to 
achieve a random sample, but rather to choose typical or atypical participants 
as dictated by the needs of the research.
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4.4.4.Bias.
The researcher was aware of the potential for bias when using a 
representational population for the case studies. In order to minimise bias the 
researcher mentioned in section 4.4.3, the inclusion criteria for the case 
studies and figures 9 and 12 demonstrate the rigorous approach to data 
collection and analysis to minimise any influences that may have distorted the 
findings in the case studies. Bias is also addressed in the discussion chapter 
of this document.
4.4.5'Ethics
Ethical approval was sought and obtained from the Ethics Committees from 
University of Surrey and East and West Berkshire Unitary Authorities and 
Primary Care Trusts. The case studies were presented as part of the whole 
research protocol (appendix 2 ).
4.4.6. Confidentialitv
Confidentiality of all the data collected was maintained and data stored in a 
secure locked cupboard. All case studies collected retained anonymity and 
the researcher has concealed their true identity. (See section 4 2.5).
4.4.7. Structuring the Case studv.
The structuring of the case studies was systematically conducted (figure 12), 
with sufficient details of the raw data provided to permit the reader to evaluate 
the interpretation of the data. Although the raw data was not available for 
convenient scrutiny, the structure of the case studies enabled the reader to 
follow a sequence of events that, in context, gave vital information to the 
researcher. Burgess-Limerick and Green (2002) suggest that “convincing 
research is research that is systematicaily conducted, and in which sufficient 
details of the data are provided to permit the reader to evaluate the 
interpretations of that data”.
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Figure 12 Systematic Process for Structuring Case Studies.
Structure
Process
Individual case study 
Data collection format
Individual case study 
Format
Step 1 Background information Descriptive
Causation
District nurses/carers levels of
Holistic
Exposure to WRMSD 
Intervention 
Strategy 
Comprehensive
Factorial
Changed Behaviour Sucessful/Unsuccessful
Step 2 Condense individual raw data Factorial
Organise Standardised
Classify Analytical
Edit Interpretative
Step 3 Cohesive structure Easy to follow
Portrayal of
(a) Background Holistic
Individual
person/s. (b) Intervention Process Ergonomic Risk 
Assessment T.I.L.E
(c) Outcome Prove/disprove 
Using an Ergonomic
Enabling safe practice
75
4.4.8. Data Analvsis
With the use of a personal computer (p.c.) the researcher undertook thematic 
analysis of the raw data. Word 97 facilitated the mechanics of the structuring 
process of coding, sorting and managing the data (Burnard 1993) as an 
essential prerequisite to qualitative analysis. Files were created for each case 
study to establish emerging themes. They were then subjected to further 
coding for main themes which required the creation of further files, bringing 
together all raw data related to the themes that had begun to emerge.
This lengthy, rigorous process involved the numerous re-visiting of each live 
case study original material to gain deeper insights, the emerging themes 
either lost support or gained validity (Wainwright 1994) in an attempt to 
produce an intelligible coherent and valid account of the data (Dey 1993).
4.4.9. Validation of themes
All ten district nurses involved with the case studies were offered a copy of the 
report and fed back their comments (appendix 7). Validation of the case 
studies was gained in the form of listed themes produced following the 
analysis of the case studies. After validation the themes were recorded and 
an example appears in the result section.
4.3.1 Validation of qualitative research
“Qualitative researchers make no claims about the transferability of their 
research" (Polgar and Thomas, 1995). This research is a snap shot of a 
phenomena that has been highlighted over a period of time. Papers by 
Krefting (1991) and Mays and Pope (1995) outline models or procedures that 
can be undertaken to help ensure the rigour of qualitative research. Krefling 
(1991) explains how to evaluate qualitative research by considering issues 
such as truthfulness, applicability, consistency and neutrality. Whilst, Pope 
and Mays (1995) consider the reliability of analysis, safeguarding validity and 
minimising researcher bias as the key criterion for evaluation and rigour.
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Following the systematic process of data collection (figure 12) the researcher 
looked for specific emerging themes that have been identified from the 
respondents of the questionnaire and the case studies.
The result's section will discuss the quantitative data results first and the 
qualitative data from the questionnaires and case studies second.
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Chapter 5. Results
5.1 Quantitative Results
The results from this study are divided into two separate sections; the 
quantitative data from the questionnaire and the qualitative data combined 
from the questionnaire and case studies. The results are presented 
chronologically in correlation with the questionnaire. Standard Deviation as 
already mentioned in section 4.3.8 has not been applied in the data analysis.
5.1.1 Response to the questionnaire.
A total of 200 questionnaires were posted to district nurses and social 
services care managers in Wokingham and Slough, each group receiving 50 
questionnaires. Time scale for completion of questionnaires was six weeks 
commencing 1 October 2002 -9^^ November 2002.
A total of 112 questionnaires were returned, representing a response rate of 
56%. 44 (44%) of district nurses responded and 68 (68%) of social services 
responded, (figure13).
15 bariatric patients were identified on district nurse caseloads (34% of their 
cases). 9 bariatric patients were identified on social services caseloads (13% 
of their cases), (figure 14).
In comparison figures were also obtained from Berkshire Health statistics 
department on the number of open active working cases during the same 6- 
week period that the questionnaire was in circulation, from 1®^ October 2001 
until 9^  ^November 2001.
Health professionals on a monthly basis have to produce for the Berkshire 
Health Authority movement figures and patient contact figures throughout the 
month. These figures include the number of active cases they have been 
visiting throughout the month and the number of visits.
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The 15 District Nurse bariatric cases in their care represented 0.8% of the 
Health Authority cases of 1794 registered during the 6 week period. Similarly 
the 9 Social Services bariatric cases represented 1.1% of the 852 recorded 
cases in their care.
Figure 13 Questionnaire Response Rate
□Wokingham □  Slough □  Total
100%
75%
50%
25%
0%
District Nurses Social Services Total
Figure 14 Bariatric patients
□  >127 kg D<127kg
100% T
75% 
50% 
25% 4t 
0%
District Nurses Social Services
5.1.2. Questionnaire Aims.
The Questionnaire had three aims, with three corresponding sections:
Section 1. (Questions 1-11) To gain demographic details that could describe 
phenomena which have characteristics in common.
Section 2. (Questions 12-19) To identify whether a discharge policy and 
effective process for bariatric patients exists to enable discharge into the 
community.
Section 3. (Questions 20-24) To ascertain district nurses and social services 
care manager’s perception of risk that they are exposed to when caring for 
bariatric patients in the community, also whether unsafe practice is being 
undertaken and why.
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5.1.3. Section 1. Demographics.
1. Patients age bracket
Figures 15 and 16 show the five age bands spanning the ages of 18 to 75+ for 
bariatric patients identified by district nurses and social services.
Bariatric patients existed in all age bands with the highest district nurse 
percentage of 33% in the 75+age band. For social services the highest 
percentage was 33% in the 35-54-age band.
The overall mean age of bariatric patients in this sample is 58. In comparison 
the mean age for the patients in the sample from Slough was 61, while 
Wokingham was 54.
Figure 15 District Nurses
□ 18-34 035-54 G55- 64
□ 65-74 075+
Figure 16 Social Services
□ 18-34 035 - 54 G 55- 64 0  65 - 74 075+
District Nurse bariatric patients mean age = 60 Social Services bariatric 
patients mean age = 55.
2. Gender.
Overall, there were 11 (46%) male and 13 (54%) female bariatric patients in 
the sample.The highest proportion of male bariatric patients in the community 
was identified in Wokingham (33%) and the highest proportion of females in 
Slough (29%). Overall Wokingham represents 58% of the total bariatric 
patients in the sample and Slough 42% (figure 17).
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This is in comparison to the estimated identified prevalence of obese people 
by Primary Care group taken from Health Survey for England 1998. This 
survey stated that Wokingham has the highest prevalence of obese people in 
Berkshire 30,559 (16,822 female, and 13,737 male), compared to Slough 
23,059 (12,319 female and 10,740 male).
Figure 17 Gender
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
□  Male □  Female
Wham Slough Total
3. Bodv stature.
Weight -  The mean weight of bariatric males in the sample from Slough is 
159kg, which is 6% higher than the mean weight of bariatric males in the 
sample from Wokingham, 150kg. For bariatric females in the sample the 
mean weight in Slough of 141kg is 11% higher than the mean weight of 
bariatric females in Wokingham of 128kg (figure 18).
Height -  The comparison of the mean height of bariatric males and females in 
the sample across Wokingham and Slough are very similar, with males and 
females in Slough approximately 2cm taller (1.3%) (figure 19).
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Figure 18 Weight by gender Figurais Height by gender
□ wham □Slough□  Wham □Slough
180 kg - r
160 kg -
140 kg -
120 kg -
100 kg
Male Female
Female mean weight = 134.3 kg 
Male mean weight = 152.7 kg
Male Female
Female mean height = 159.4 cm
Male mean height = 174.7 cm
4. Patients Medical Diagnosis
Figure 20 displays 13 of the 26 different diagnosis found for the 24 bariatric 
patients in the sample. On average there were 2 to 3 contributing factors per 
patient, the most prolific being Leg Ulcers, Multiple Sclerosis, Arthritis, 
Diabetes and Ostioarthritis, followed by 8 more contributing factors in at least 
two or more patients. The remaining 13 contributing factors occurred in no 
more that one patient.
Figure 20 Patients diagnosis
□  Leg Ulcers □  M.S.
□  Arthritis □  Diabetes
■  Ost, rites □  Asmatha
■  Angina □  Congestive
■  Carsonoma □  Ceilutitus
□  Cystocele 
■ Prostrate Disease
□  Obesity
1
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5. Is another Health Professional or Social Services O.T/Care Manager 
likely to submit this patient's details as a response to this questionnaire?
The question of dual responsibility was investigated by the questionnaire to 
identify and eliminate the possibility of two respondents providing details on 
the same patient. On comparing the 6 cases for which it was said there was a 
dual responsibility, it was clear from the patient profiles and diagnosis that 
there were no duplications in either district nurses or social services cases.
6. Other contributing factors to bariatric condition
All of the 24 bariatric patients identified had multi-factorial contribution to their 
condition. Lack of mobility was identified in 19 of the 24 cases (79%) as the 
leading contributing factor followed by life style 11 (46%), medication 10 
(42%), medical condition 10 (42%) and psychological problems 10 (42%). 
diet, as a contributing factor was only identified in 9 (38%) of the patients, 
(figure 21).
Figure 21 Contributing factors to bariatric condition
30% -
□ Diet
□ Mobility
□ Life Style
□ Medication
□ Medical 
Condition
■ Physcholg'l
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7. Does/did the patient live alone?, and 8. Type of accommodation
Of the 24 bariatric patients in the sample 18, (75%) lived with family or friends, 
6 (21%) lived alone, and for one 75 year old person the respondent did not 
know whether the patient lived alone or with family, (figure 22). 13 (54%) of 
the bariatric patients in the sample live in a private house, 4 patients (17%) 
live in a bungalow, 3 patients (13%) live in a council house, 3 patients (13%) 
live in a flat and 1 lives in a residential home, (figure 23). 14 (58%) of the 
bariatric patients in the sample live downstairs, 2 (8%) upstairs, for the 
remaining 8 (34%) the respondents did not know if the patient lived upstairs or 
downstairs.
Figure 22 Lives Alone Figure 23 Type of Accommodation
21%4%
I
75%
I
□ Yes GNo I Don’t Know
□  Private Hse 
Ü Bungelow
□  Counc'l Hse
□ Flat
□  Resdnt'l Hnme
The mean age of bariatric patients in the sample living alone 
in Wokingham is 55 compared with 60 years of age in Slough
8. Within the last two years has this patient required more than one hospital 
admission?, and 11. Did the transfer process to hospital identify any 
transport/equipment problems?
Raw data obtained from these sections was categorically looking for common 
characteristics within the phenomena. Of the 15 district nurses' bariatric 
patients in the sample, 6 (40%) were admitted to hospital due to emergency 
medical conditions.
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Of the 9 social services' bariatric patients 4 (44%) were admitted to hospital, 1 
on a regular basis for hospital appointment and 3 for emergency medical 
conditions.
Of the 6 district nurses patients admitted, 4 (67%) had transportation 
problems getting to hospital, this included 2 where the ward was not equipped 
with the appropriate bed and hoist. 4 (44%) of social services' bariatric 
patients required admission including 2 cases for which the ambulance could 
not take the weight, and 1 where the fire service had to remove the outer 
doors of the home to allow for patient egress!
5.1.4 Section 2. Discharge process from hospital to community.
12. As the patient's kev-worker were you involved in the hospital discharge 
planning process?
Question 12 of the questionnaire sought to discover the level of involvement 
community district nurses and social services care managers had in the 
discharge process from hospital to home. Of the 24 bariatric cases in the 
sample 10 had been admitted to hospital, 6 under the care of district nurses 
and 4 with social services. District nurses were involved in the discharge 
process of 3 (50%) of their patients whilst social services were involved in 1 
(25%) patient discharge process (figure 24).
Figure 24 Key Worker Involvement
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13. Did a bariatric patient discharge protocol exist within the discharging
hospital?
Overall, in 7 (70%) of the 10 discharge cases there was not a bariatric patient 
discharge policy. Of these 7 cases, 4 were district nurses' patients and 3 were 
social services'.
There were 2 further cases where it was not known if there was a discharge 
policy, leaving just one case where the respondent recognised that there was 
a discharge policy in place (figure25).
Figure 25: Bariatric Patient Discharge Policy.
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13 a. In the Discharge Process were the following tasks undertaken and by 
whom?
Figure 26 reflects the number of discharge tasks that were undertaken for 
bariatric patient discharge home. Of the 10 bariatric patients discharged, 5 
(50%) received a home visit. In a further three cases assessments were 
carried out for rehabilitation programme and appropriate equipment provision.
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Figure 26 Discharge Task (10 patients)
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14. What equipment was identified as being essential for discharge. 15. Was 
the equipment easy to access?, and 16. Was there any time delay?
There were 4 cases where additional home equipment was required, for 2 
cases there was ease of access and for 2 there was a time delay. For the 
remaining 6 cases there was already equipment in situ in the home.
15. On the day of discharge were all components and control measures in 
place?
On the day of discharge in 4 (67%) of the 6 district nurses' cases there were 
no control measures in place at discharge. For the remaining 2 cases (33%) 
there were control measures in place. In 2 (50%) of the 4 social service cases 
there was again no discharge process and for the final 2 cases it was not 
known if a process was in place (figure 27).
Figure 27 Discharge Control Measure in Place
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18. Did the discharge from hospital enable best practice?
District nurse respondents said that 3 (50%) of their 6 discharge cases 
reflected best practice. For social services 3 (75%) of their 4 discharge cases 
were not best practice (section 5.1.4); 1 didn’t know (figure 28).
Figure 28 Discharge Best Practice
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19. Do vou feel that had you been involved in the discharge planning process 
risks/hazards would have been identified earlier?
In 67% of district nurses cases and 75% of social services cases, the 
respective professional believed that had they been involved in the discharge 
planning process, risks or hazards in the home environment would have been 
identified and dealt with before the patient was discharged home (figure 29)
Figure 29 Do you feel that had you been involved in the discharge planning 
process risks/hazards would have been identified earlier?
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5.1.5. Section 3 Risk Factors Associated with Bariatric Care in the 
Community
20. What level of risk was associated with the tasks involved in caring for the 
patient?
Overall, 12 (50%) of the 24 bariatric cases in the sample were thought to have 
a high level of risk (section 5.5.5.) associated with the tasks involved in caring 
for patients in the community. Of these there were 6 (40%) district nurses' 
cases and 6 (67%) social services cases at high risk. A further 7 (29%) of 
these cases were thought to be at medium risk and the balance of 5 (21%) 
cases were said to be at low risk (figure 30).
Figure 30 Level of Risk
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22. In order to deliver full patient care is there unsafe practice?
In 12 of the 24 bariatric cases in the sample (50%) the professionals involved 
believed there was unsafe handling being employed (figure 31).
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Figure 31 Unsafe handling practice
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23. Are/were the patient, formal and non-formal carers and Health 
Professionals within the home environment at risk through unsafe handling 
practices?
In 15 (58%) of the bariatric cases it was thought the patient, carer or health 
professional was at risk through unsafe handling practice (figure 32).
Figure 32 At risk through unsafe handling practice.
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5.2. Qualitative Results.
Two sources of qualitative data collection were obtained. The first source 
coming from the comments in the open and closed questions in sections 2, 
hospital discharge and 3, bariatric care in the community of the questionnaire 
returns. The second was from the ten case studies portraying the 
phenomena, and the outcomes of ergonomic intervention.
Section two of the questionnaire gleaned information from the respondents 
regarding whether an effective bariatric discharge process existed to enable 
the appropriate discharge of bariatric patients home into the community. 
Section three of the questionnaire gained an insight into the respondents 
perceived levels of risk assessment and intervention process.
Due to the nature of qualitative analyses the results from these two sources 
were considered separately but brought together under the emerging themes 
sub heading. Two case studies are presented in the text to illustrate the 
emerging themes and the rest are in (appendices 10 -17). To maintain 
confidentiality in the case studies only the gender and initials of the patient are 
included on the front sheet of the report with all faces blank in the pictures of 
the patients. The themes produced are as a result of the procedure identified 
in section 6.4 figure 4 of the methods section. The main technique used in the 
analysis was categorisation.
91
Case Study 1
Name of Patient: Mrs N.
Age: 41
Body Weight: 184kgs.
Background:
Mrs. N is a young mother with two children suffering with Multiple Sclerosis. 
She is totally immobile with very little upper body strength. Dependant on 
carers for all her personal care, showers, transfers off and on the bed into the 
lounge, and for all social tasks.
The family home is a terraced house with a small garden. Social Services 
occupational therapist arranged for an extension to the lower level of the 
home with an en-suite bathroom. The size of the garden inhibited the size of 
the extension.
The perceived main problem was the bed, the design and dimension of the 
extension. The length and width of the bed did not enable safe practice when 
undertaking all personal and nursing care tasks.
The care provider threatened to withdraw services unless a suitable solution 
was found to moving the bed to allow carers and nurses to access Mrs N from 
both sides of the bed. At present the carers and nurses were lifting the bed to 
gain access round the other side.
There was no handling plan or risk assessment in place.
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Following an ergonomic risk assessment within the home environment the 
following hazards were identified, and risk reduction actions plan implemented 
that enabled safe practice.
Bariatric Risk Assessment 
Task
Personal care tasks required an excess degree of stooping and twisting of the 
trunk whilst undertaking care and transfer tasks. Excessive pushing and 
pulling was also required when trying to position Mrs. N on her side for 
personal care and nursing tasks. The overhead hoist was used to sit Mrs. N 
up in bed and transfer from commode to wheelchair.
The bed is manually lifted out into the room to enable access for carers and 
nurses when dressing/undressing Mrs. N. This tasks requires unusual 
strength due to the combined weight of Mrs N and the bed.
Mrs N stays in her motorised wheelchair once up.
Showering tasks once a week require the transfer of Mrs N onto the shower 
chair and then the chair and Mrs. N are pushed into the en-suite shower 
room. The carers then shower Mrs N in the shower cubicle over a low door. 
This requires the carer to remain in a static bent posture for the duration of the 
task.
District Nurses visit on a daily basis to undertake nursing tasks. This task 
requires static stooping and bending, in some tasks Mrs N is required to turn 
on her side on these occasions pushing and pulling is required to position Mrs 
N.
The individual care providers
All district nurses have attended the Trusts manual handling training. The 
provider agency had also stated that their staff attended manual handling 
training. All staff attending had no known disabilities, or illness.
All carers and nurses require unusual strength to undertake these tasks.
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Load Factor
Mrs. N stature: Height 154.9cm 
weight 184kg
Weight Distribution: abdomen and hips and upper legs.
Non weight bearing due to chronic multiple sclerosis.
No upper body strength.
Good sitting balance.
Due to short term memory loss communication is poor.
The excessive weight of the load and the inability to assist with any of the 
tasks increases the risk of exposure to district nurses and carers.
Environment
The dimensions of the extension:
^  Door to garden
En-suite shower.
185cm
door to kitchen.
The only area for the bed is to the left of the room from the kitchen entrance. 
The extension design incorporated the provision for an overhead hoist running 
the width of the room from the bed to the floor space.
The length of the hospital bed measured 184cm, and the width 107cm, 
therefore the bed took over the majority of the room. It was not adjustable in 
height and had a manual back rest that required manually adjusting for sitting 
up. The width of the bed was not suitable for either the weight of Mrs. N or for 
turning tasks.
The floor was covered with low pile carpet tiles, which were heavily soiled, the 
en-suite had floor tiles. In the bedroom the carpet tiles did not inhibit transfers, 
but in the shower room if the floor became wet on shower days the carers 
were at increased risk due to slipping.
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Equipment.
Overhead hoist with a safe working load of 222kgs, two slings, shower chair 
and extra wide motorised wheelchair.
Risk Level: High
Outcome:
The risk assessment highlighted that there was unsafe practice due to the 
inappropriate bed, increasing the risk of exposure to district nurses and carers 
to musculoskeletal injury. Immediate and long-term actions required reducing 
exposure by providing appropriate equipment provision.
immediate goals:
♦ Negotiate with Mrs N and her family to stop the shower until a showering 
area was designed that enabled the carers accessibility without stooping 
over the low door.
♦ Supply sliding sheets to assist with Mrs N repositioning in the short term.
♦ Apply for funding for an appropriate short profiling bed to be installed with 
a lowering and raising range of between 30cm -  69cm. With a safe 
working load of 222kgs. The bed should have the ability to turn Mrs. N to 
minimise the pushing and pulling tasks when turning in bed. The varying 
height range enables flexibility of stature heights of district nurses and 
carers. Thereby eliminating the stooping postures of the staff, and giving 
room to smoothly move the bed.
♦ Dietician involvement to implement weight reduction programme.
♦ A risk assessment and handling plan should be written and placed in Mrs. 
N notes for all visiting agencies to see.
♦ Ask the back care advisor to visit to undertake one to one manual handling 
training.
♦ Minimal handling to be instigated within the home environment.
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♦ All tasks require two nurses and carers.
Ongoing actions
♦ The continuation of the overhead hoist into the bathroom to allow for the 
patient to be lowered directly into the shower and vice versa, when new 
shower completed.
♦ Small overhead hoist to be placed in the lounge area to enable transfer 
into a riser recliner chair.
♦ Purchase of appropriate chair with safe working load 222kgs.
♦ Continuous review of the handling plan and risk assessment
♦ Continue support of the back care advisor, and one to one training for all 
new staff involved in the care.
Conclusion:
A suitable short profiling bed was purchased with a width of 107cm to enable 
room for turning. Mrs. N. The bed had an automatic turning function that was 
able to turn Mrs. N without any effort on behalf of the district nurses and 
carers. Back care advisor visited on several occasions to teach on a one to 
one basis correct handling and posturing techniques.
No new carers allowed undertaking handling tasks with Mrs. N unless they 
have received the appropriate manual handling and equipment training 
specific to Mrs. N environment. Handling plan was placed in the care and 
district notes for all to see and action.
Negotiations were continued with Social Services to re-address the showering 
problem, and until it is solved and the appropriate equipment installed, Mrs N 
would continue to have a bed bath. Funding was being sought to install an 
overhead hoist in the lounge and appropriate riser/recliner chair.
Both district nurses and carers were satisfied with the actions implemented 
and were encouraged to report any instances where unsafe practice was 
undertaken.
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Case Study 2
Name of Patient: Mr. W
Age:
Body weight:
38
191kgs
Background:
Mr. W is a bariatric person living in a purpose built bungalow. Unfortunately 
the bedroom environment has been inappropriately designed. Although Mr. W 
is disabled due to a malumion of a fracture on his right shaft of femur ongoing 
since 1993, he has no other specific diagnosis. He spends most of the twenty 
four-hour periods in bed and problems with transferring Mr. W are being 
experienced by the carers who visit on a daily basis to undertake personal 
care tasks.
District nurse visits on a daily basis to administer exogen treatment to 
promote healing of the infected non-union of his right femur. The application 
of this equipment has caused district nurse to complain of lower back pain.
Following an ergonomic risk assessment within the home environment the 
following hazards were identified, and a risk reduction plan implemented that 
enabled best practice.
Bariatric Risk Assessment 
Task
Personal care tasks were undertaken by the carer on a double low divan bed, 
which involved static posturing and excessive pushing and pulling. Mr. W was 
very limited in his help during the task. Sitting Mr. W up involved excess
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reaching, posturing and pulling. Once up Mr. W tried to move to the end of the 
bed to transfer into the wheelchair.
The District nurse was required to hold Mr. W leg whilst attaching the exogen 
treatment. This task involved static holding and posturing for the district nurse 
for an extended length of time. Once the treatment was finished the district 
nurse were then required to put elastic stockings and braces on Mr. W.
The individual care providers
All district nurses have attended the Trusts manual handling training. The 
provider agency had also stated that their staff attended manual handling 
training. All staff attending had no known disabilities, or illness.
Load Factor
Mr. W:
Capability:
Height 168cm 
191 kgs
Non weight bearing 
Good sitting balance.
Upper body strength
Unpredictable due to his bariatric weight, and stature.
Environment
The plan of the bedroom.
en suite
window
cupboard
bed
bedside cupboard.
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From the above diagram, it may be seen that the design of the bedroom 
environment limited the working area for the care and health tasks 
undertaken. The bed could only be situated in one area of the room, although 
it could be turned around to be against the long wall facing the door. The bed 
was a double divan height 59cm. The height of the wheelchair was 49cm so 
transfers between bed and chair were difficult.
The carpets were old and worn although the home environment was fairly 
new. The bathroom was fairly big but had a bath rather than a walk in shower. 
There was no overhead tracking in either bedroom or bathroom therefore Mr 
W was unable to access the bathroom.
The room was cluttered with bits and pieces, furniture and electronic 
equipment. The height of the bed ensured that static posturing was the norm 
when affixing the exogen treatment and elastic stockings. The weight of the 
legs further compounded the exposure levels around this task.
Equipment
No handling equipment was present within the home.
Risk Level: High
Outcome
This risk assessment highlighted that unsafe practice is increasing the 
exposure levels of the district nurse and carer to work related musculoskeletal 
disorders. Immediate and long-term action required reducing exposure, 
providing environmental changes and appropriate equipment provision that 
enables good practice.
Immediate goals:
♦ A multi-disciplinary meeting including managers to discuss risk reduction 
measures to reduce the exposure levels of district nurse and carer.
♦ Re-design the room environment. Remove the cupboard on the right of the 
room as you go in, increasing the space to accommodate an appropriate 
bed.
♦ Provide an appropriate bed that has the facility to take the weight of 
191kgms plus. The bed features should also include high low facility, 
electric back rest and foot raiser, lower to <33cm and rise to >71 cm.
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♦ Provide two carers to undertake care tasks.
♦ Two district nurses to administer exogen treatment and attach elastic 
stockings and braces.
♦ Involve Back care advisor to advise on posturing technique when attaching 
exogen treatment and elastic stockings. Also advise carers on posturing 
techniques when undertaking care tasks.
♦ Write appropriate handling plans and attach to care note in the home.
♦ Ensure no new carers or district nurses undertake any tasks without 
appropriate training.
Dietician involvement to implement a weight reduction program.
Ongoing actions
♦ Funding application for environmental changes to the bedroom.
♦ Arrange for Mr. W to attend day centre for stimulation and therapy
♦ Continuous review of risk assessment and handling plan.
♦ Ongoing training for all staff and new starters.
Conclusion
Funding was agreed for the bedroom to be re-designed to accommodate the 
special profiling bed. The bed was made to accommodate weights of 
>286kgs. The height adjustable bed was situated in the cupboard space of the 
room enabling safe transfers to and from the bed. (see photographic 
evidence).
The condition and quality of life of Mr. W was enhanced by the environmental 
changes, and he discontinued all medication and started to take an interest in 
his surroundings and friends.
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5.2.1 Themes.
Question 10 was about hospital admission and was not identified as an 
emerging theme. Figures 33 and 34 identify the emerging themes from both 
the open questions obtained from the questionnaire and case studies. From 
the analysis ten emerging themes materialised, three of which, risk 
assessment, manual handling and environmental constraints became 
dominant (appendix 8 and 9).
Figure 33 Emerging themes from questionnaires.
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Figure 34: Emerging themes from case studies.
□  Risk assessment
□  Manual handling problems
■  Other agencies involved
■ Training
■  Inapropriate care package
□  Problematic discharge process
□  Bariatric awareness
□  Equipment provision problems
□ Environmental I Relatives constraints
□  Weight of patient
□  Inapropriate management
T----------------------------1---------------------------r
4 6 8
Number of times recorded in transcripts
Each of these themes will be presented individually with the most dominant 
themes risk assessment, manual handling tasks, and environmental 
constraints discussed first.
5.2.3 Risk Assessment
Of the twenty- four questionnaires respondents only two identified from their 
comments that they had received risk assessment training.
“ Risk assessment training enabled me to identify the risk and 
implement the risk reduction process. The weight of the patient is still 
an element of risk even though practicing safe handling”.
Feedback (appendix 7) from the case studies identified that the level of 
knowledge about risk assessment was varied through lack of training. The 
district nurses and care managers involved had attended manual handling 
training but had not received any formal risk assessment training.
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The above comments were substantiated by two respondents, having 
identified the level of risk was low they then proceeded to say that:
" When catheterising a heavy patient in a riser recliner chair, because 
they cannot go to bed, one has to be inventive”.
“ Catheterising a patient sitting in a wheelchair is extremely difficulf.
Another respondent felt the level of risk was low because:
"The Manual handling trainer had shown the daughter how to lift her 
mother and the daughter did all the lifting”.
Seventeen respondents commented in question 24., that risk assessment 
training was a contributory factor to reducing the risk of musculoskeletal 
disorders. Four respondents felt that there were no perceived risk reduction 
measures required, and one respondent didn't know. Further comments were 
fed back from the professionals involved with the case studies:
“Having risk assessment training would have helped”
“What is risk assessment”?
In summary seventeen respondents identified the need for risk assessment 
training, and raised awareness when caring for the bariatric patients in the 
community environment.
5.2.4 Bariatric Education
Nineteen of the respondents commented in question twenty-four that there 
was a need for raised awareness through bariatric educational 
workshops/road shows for health professionals.
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They felt that they had little experience of this patient group, although their 
involvement with bariatric patients was increasing.
“ It was only when I was asked by the G.P. (General Practitioner) to 
visit a patient that had been discharged from hospital and was not 
coping that I encountered my first bariatric patient”.
7 would have coped with the situation better if I had the knowledge I 
have now”.
Respondents felt the need for education was paramount, but also felt that 
given the constraints of human and financial resources, attending training 
would be a problem. Respondents stated that although nutritional training was 
available to professionals to raise awareness of implementing a weight 
reduction programme for bariatric patient, there was nothing on the 
practicalities of handling bariatric patients in the community or equipment 
provision. These comments were reflected in the case studies feed back.
5.2.5 Manual Handling Tasks
Six respondents identified that manual handling tasks (in questions 17,18,) 
were the reasons for unsafe practice. Fifteen respondents in (questions 21 
22), stated that manual handling tasks were a contributory factor to unsafe 
practice. Respondents identified, in (question 23) that patients' formal/informal 
carers and health professional were at increased risk through unsafe manual 
handling tasks. The hazards identified being: washing a patient on a static 
double divan bed, transfers on and off the bed to chair, and transferring from 
a wheelchair or commode:
“Transferring from bedroom using commode to top of stairs. Then 
transferring onto stair lift is very difficult”.
“Washing the patient on a double divan bed kills your back”.
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In question nineteen respondents identified that bariatric manual handling 
training was a risk reduction measure but felt they lacked the knowledge 
about risk assessment. This was also reflected in the case study comments. 
Respondents identified that they had attended manual handling training and 
felt it had increased their awareness, but the training was of a practical nature 
based on manual handling technique. Risk assessment was mentioned, but 
specific training was not offered. The case study comments also reflected the 
questionnaire respondent comments.
5.2.6.Equipment Provision
Twelve respondents in section 3 of the questionnaire identified that there was 
unsafe practice due to inappropriate equipment, increasing the risk of injury to 
the patient, informal/formal carers and health professionals.
Six respondents felt that patient’s had been discharged home with either no 
equipment or inappropriate equipment provision. ( e.g. static bed, and hoist). 
Had they been involved they would have identified that equipment provision 
was obtainable through the community store
In all ten case studies, equipment provision was identified as essential to 
facilitating safe practice. Fifteen respondents identified appropriate equipment 
provision and training in the equipment, as a risk reduction measure.
5.2.7 Environmental Constraints.
Nineteen of the twenty-four respondents perceived that environmental 
hazards were contributory factors to unsafe practice. Five of these were 
identified in section 2 of the questionnaire as causation of unsafe practice 
following discharge.
“Couldn’t use the hoist provided due to the room being small”.
“Pets are in abundance when dressing the leg ulcers”.
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Nine of the respondents perceived that training in identifying environmental 
constraints would be a risk reduction measure. These comments were 
compounded through the outcomes of the risk assessment process in the 
case studies.
5.2.8. Relatives Constraints
Both the case studies and five respondents (in question 22 of the 
questionnaire) identified that relative constraints initiated unsafe practice 
within the home environment. Relatives intimidating comments to carers 
included: -
“That’s what you get paid for”
“ You’re a nurse it’s your job”
These comments ensured that carers did what the patient/relative wanted. 
Ten respondents (in question 24 of the questionnaire) felt that with managerial 
involvement and a manual handling declaration leaflet being given to relatives 
from the outset, a system of safe practice could be implemented.
5.2.9 Managerial Involvement.
Five respondents felt that the role of managers within community should be 
that of the negotiator when unsafe practice is being undertaken within home 
environments and family dynamics are perceived as the problem.
5.2.10 Hospital Discharge.
Some aspects of hospital discharge have been discussed above, but as 
identified in case study 2 (appendix 10) unsafe hospital admission also 
occurs. Case study 2 identified that admitting a patient to hospital without 
giving prior warning of the weight of the patient caused unsafe practice on the 
ward. In this case leading to a nurse sustaining a back injury.
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Six respondents identified this within the discharge process, when they felt 
that had they been involved with the discharge process they would have 
identified the problem and informed the hospital of any hazards that would 
prevent safe discharge.
“ Had I been involved in the discharge process I would have been able
to assess for appropriate equipment”.
In contrast three respondents did identify that a sound discharge process 
initiated good practice and the patients were discharged home with 
appropriate resources and continued to remain there.
This section has reported the main results from the quantitative and 
qualitative analysis and drawn together key themes from the questionnaires 
and case studies related to bariatric care in the community. The findings 
revealed the inequalities associated to bariatric care through respondent lack 
of awareness, inappropriate discharge policies and understanding of risk 
assessment. These findings will be dealt with in the next chapter, the 
discussion.
107
Chapter 6. Discussion.
6.1 Introduction to the discussion.
This research originated from the researchers personal beliefs and 
experience that caring for the bariatric patients in the community increased 
the risk of musculoskeletal injury to formal/informal carers and health 
professionals. Therefore the purpose of the study was to glean information 
from health and social professionals using questionnaire and case studies 
pertaining to the levels of inappropriate discharges and unsafe practice which 
are due to lack of risk assessment associated to manual handling task for this 
patient group. The objectives as mentioned in section 2.6 were to consider:-
♦ Prevalence
♦ Good and Bad Practice
♦ Development of a discharge policy and ergonomic risk assessment for 
bariatric patients in the community.
The results of this research were as expected. The aim of the present study 
(as mentioned in section 2.6) was to investigate bariatric care in the 
community. The study hoped to glean information whether unsafe practice 
was the norm in bariatric patient care and the reasons why. In view of the fact 
that obesity/bariatric patients (chapter 2 section 2.2.4) are a burgeoning 
problem within the acute sector of the NHS when discharge is delayed or 
inappropriate due to lack of human, equipment and financial resources. An 
attempt was made to investigate the impact this has on community care.
A discussion of the findings, the problems encountered and the limitations of 
the study will be presented in the following sections.
108
6.1.2 Interpretation of the results:
It can be seen from the results in section 5.1.3 that approximately one third of 
these bariatric patients cared for by district nurses were older than 75+ years, 
considerably older than those of social services who were in the age band of 
35-54 years, (chapter 5 figures 15 and 16). The rational for the age 
differences is that district nursing intervention would only be required if a 
nursing need were identified. Whereas the patient would present to social 
services at a younger age for social, welfare, and aids to daily living support.
6.1.3 Prevalence results.
The Health Survey prevalence study in 1994 and 1998 (figures 4 and 5) 
section 2.2.3 reflected the prevalence results in the study that Wokingham 
has the highest prevalence of bariatric patients. The researcher believes that 
although it has been demonstrated that Wokingham has the highest 
prevalence the true picture is not reflected within this study due to the poor 
questionnaire returns.
Working within the care professions demands professionals to respond to 
patient need rather than paperwork. Within the time constraints of patient care 
and lack of human and financial resources, professionals time is extremely 
valuable and it could be envisaged that they were unable to complete the 
questionnaires due to their individual work loads at that time.
The qualitative and quantitative research data identified that the bariatric 
patients on the district nurse's caseloads all required nursing intervention. In 
all cases only social services or district nurses were involved with bariatric 
patients identified at any one time, showing that there was no duplication in 
the questionnaire returns.
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Section 2.2.7 showed in the literature review that management of obese and 
bariatric patients is related to weight loss and related illness and not health 
and safety. A study by Green (1998) explored the specific needs of obese 
patients and identified that with organisational intervention, changes of 
attitude and related practices within the acute environment by health 
professionals was improved in the management of bariatric patients. The 
literature review found no research pertaining to managing obese or bariatric 
patients in the community environment.
Section 5.1 results revealed that the district nurses and social services sample 
population had twenty- four known bariatric patients in the community on their 
caseloads. Muir (1998) identified (chapter 2 section 2.2.3) that the results of 
her audit identified fifty-one bariatric patients registered in General Practices 
across Berkshire. Whether the numbers of bariatric patients have increased 
since 1998 cannot be fully substantiated by this study as the audit by Muir
(1998) did not identified if the patients were active patients on district nurse or 
social service caseloads. The literature review found a wealth of evidence that 
the population was increasing in obesity WHO (2000). Limited research was 
found relating to the handling of heavy loads in the workplace.
6.1.3. Risk Assessment results.
Recent political pressures have come from Government White Papers: the 
NHS Modern-Dependable (1997) a First Class Service (1998). Caring for 
People (1989) places the emphasis on improving the quality of care within the 
NHS and the push to improved performance and efficiency by encouraging 
professionals to take accountability for their actions and continued learning. 
The impact of government reforms on community care warrants further 
discussion, focusing on managing risk within the community environment.
Section 2.3.1 discusses literature pertinent to health professional’s perception 
of risk assessment and their ability to undertake risk assessments. Jones
(1999) suggests that district nurses did not perceive manual handling as a 
risky task.
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Another study by Li and Buckie (1999) identified that district nurses did not 
respond to their questionnaire as they had never undertaken a risk 
assessment. The respondents in this study did suggest that they worked in 
environments that were high risk due to family attitudes, environmental 
constraints and inappropriate equipment provision, therefore they managed 
care considering it as their duty and in their delivery of care they undertook 
unsafe practice.
The study design required specific information in regard to managing risk in 
community care associated with bariatric care, and the level of expertise 
regarding risk assessment. Section 2.3.1 discusses the effect that recent 
legislation MHOR (1992) HSWA (1974) and the MHSWR (1996) has imposed 
on the NHS in accident prevention through the risk assessment process. The 
above legislation requires a working environment that is "as safe as 
reasonable practicable " using the risk assessment process, that is completed 
by a competent person. All respondents however, identified their lack of 
awareness and training in the risk assessment process and their levels of risk 
perception associated to identifying hazards was limited. Comments from 
district nurses in the qualitative results reflected their perceptions of their 
responsibilities to the patient and their relatives as opposed to themselves.
Question 24 (Section 5.5) of the questionnaire was aimed at gleaning 
information from the respondents about risk reduction measures. The data 
collected from this question identified that the sample population had an 
awareness about risk reduction measures and equipment provision, but 
lacked the knowledge to implement the process. The literature search 
revealed a wealth of information on risk assessments, NBPA/RON (1997), 
MHOR (1992) MHSAWR (1996) Haslegrave & Corlett (1995). The results of 
the study demonstrated that the respondents had raised awareness about 
the need for risk assessments but limited knowledge on how to undertake 
them.
I l l
During the completion of the study it became apparent that all respondents 
had undertaken manual handling training but not risk assessment. The 
respondents identified that they were aware of the legalities pertaining to risk 
assessment but had not received training on the risk assessment process. 
Only two questionnaire respondents had identified that they had sufficient 
knowledge to undertake risk assessments and implement appropriate risk 
reduction measures.
In some cases the respondents perceived that the level of risk was lower than 
the hazards identified, because they had transferred the task to the relatives, 
identifying it then as a low risk due to the transferring of the task to the family. 
In transferring the risk, unaware of their legislatory duties regarding the HSWA 
(1974), they though that they had solved the problem. The study has 
highlighted on a micro perspective, the inequalities around risk management 
and respondents perception of risk.
Section 2.4.2 literature review discusses the effectiveness of documenting, 
and auditing the risk assessment process (MHSAW 1998). Conclusions can 
be drawn from the questionnaire results and the case studies, that risk 
assessments are not being undertaken, documented or reviewed in 
accordance with current legislation MHOR (1992) and the RCN code of 
practice (1996).
6.1.4 Good and Bad Practice results.
There are numerous publications that detail the inequalities associated with 
the discharge process and the inattention to patients needs (Jackson 1990, 
William & Fritton 1991 Tierney 1993 Kesby 2000). All these publications 
highlighted the problems still arising due to lack of understanding associated 
with joint assessment, and care planning. None of the publications offered 
solutions to the problem.
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The respondents compounded these findings in the study by identifying that 
they too experienced problems, with inappropriate discharges and 
inappropriate admissions to hospital through lack of non involvement. This 
resulted in some cases, in patients being re-admitted to hospital due to unsafe 
equipment provision, inappropriate care packages and environmental 
constraints. Communication and inappropriate assessment between the acute 
trusts and community trust being identified as a weakness with regards to the 
discharge process.
6.1.5 Equipment Provision
Further legislatory influences affecting care delivery in the community are 
discussed in section 2.3.5 pertaining to equipment provision. Loler (1998) 
requires that equipment provided should be fit for the purpose and safe, and 
that training should be given to staff who will use the equipment. Data 
collected from the case studies highlighted inequalities associated to 
equipment provision and its impact on the health and social professionals 
involved with care in the home environment. All respondents suggested that 
inappropriate and delayed equipment provision from the community stores 
had contributed to unsafe practice within the patient’s home. The literature 
review revealed that equipment provision for bariatric patients was tailored to 
the hospital environment, its size and weight being inappropriate within the 
home setting encroaching on the working area of the health professional. The 
literature review also highlighted that nurses were not keen to use equipment, 
as in the majority of cases it did not meet the patients needs (McGuire 1997, 
Green 1996, and Moody 1996). The results of the questionnaire highlighted 
that inappropriate assessment for equipment and training on how to use the 
equipment compounded the difficulties of patient care in the community.
The lack of human and financial resources within the NHS and Social 
Services and the rationing of these resources, produces difficulties for the 
district nurses, care managers and the patients. In considering training 
provision, time was seen as an important resource.
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District nurses and social services managers felt that they did not have 
enough time to attend training due to their heavy caseloads. Attending training 
meant that their colleagues would have to add extra patients to their 
caseloads, to cover their training day. The lack of time meant that they were 
not up to date on using small handling aids or hoists.
6.1.6 Environmental Constraints.
The respondents saw environmental constraints and relatives attitudes 
towards manual handling tasks as a major contributory factor to unsafe 
practice in the home environment. Five respondents identifies environmental 
constraints as causation to unsafe practice following discharge. Pictorial 
evidence in the case studies revealed that following appropriate risk 
assessment, environmental constraints could be solved and safe systems of 
work implemented to eliminate unsafe practice. The literature review (chapter 
2 section 2.3.6) emphasised the importance that the legislation places on the 
working environment (MHOR 1992, McGuire 1997, Green 1996) and that it 
was a significant factor when health professionals decided whether or not to 
use the equipment. The results of the qualitative data concurred with the 
findings of McGuire (1997) and Green (1996).
Relatives’ attitudes towards manual handling tasks were deemed, by the 
sample population, to be a major problem, and facilitated unsafe practice 
when manual handling tasks were undertaken. The sample population felt that 
in cases where relatives’ influences were a problem, a process should be in 
place that enables managerial support. District Nurses especially felt that in 
these situations a named person should be available to negotiate with the 
family. They should set out the options available to them if the equipment is 
not available for them to use.
6.2 Implications of the Studv
The implications of this study can be considered generally, and then more 
specifically as to how it will affect district nurses and social services care 
managers.
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The NBPA/RCN (1997) and the MHOR (1992) supports ergonomics principles 
for reducing WRMSD within the workplace. This presents a problem for 
district nurses and social services care managers when risk assessment 
training is not part of their mandatory training.
District nurses and social services care managers cannot be criticised for not 
undertaking risk assessment when they are not trained in the process. 
However, in accordance with the MHOR (1992) they have a responsibility to 
themselves and others; consequently they should be informing management 
that there is this defect within their training programme.
6.2.1 Service Implications
The main implication for Organisations, is to ensure that safe systems of work 
are implemented through the risk assessment process; by taking a proactive 
management of change approach. This should be done using an ergonomic 
framework as demonstrated in chapter 2 section 2.5 figure 8. Preventive 
strategies could be developed that generate healthier and safer working 
environments within the community environment especially when caring for 
the bariatric patient.
6.2.2. Ergonomic Influences.
In using a participatory ergonomic framework (Chapter 2 section 2.5 figure 8) 
organisations can develop a communication and risk assessment channel that 
cascades information, reviews risk assessment and automatically follows the 
bariatric patient when intervention is required by multi professionals across all 
disciplines.
Figure 35 demonstrates an assessment and communication flowchart that 
identifies bariatric patients from the first point of contact until grave.
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Figure 35 Bariatric Assessment and Communication Fiowchart
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6.3 Critique of the Research
This research has strengths and weaknesses in its design, methodology and 
results. This section will highlight these points and consider how the process 
as a whole has benefited the researcher.
6.3.1. The strengths of the Research
The overall design was one of a combination approach (Polit and Hungler 
1997) which would allow for the empirical data to be embellished with 
qualitative thoughts and opinions. The use of both quantitative and qualitative 
methodology allowed for a balance of information and added weight to the 
results achieved. The design of the questionnaire produced a good response 
rate of 56% overall. The sample population of district nurses returned a lower 
response due possibly to their heavy caseloads. The sample population 
chosen was easily accessible and hopefully interested in the topic to ensure a 
good response rate. The selection >127kgs criteria for the case studies were 
the same as the questionnaires and identified live cases involving the 
researcher.
(b) The Methodoloqv
The rationale behind using two methods was to add depth to the quantitative 
questionnaires, and to the qualitative data. In practice the qualitative data in 
the questionnaires and case studies produced themes that informed the 
quantitative data. The use of the two separate methods produced results that 
were significant.
(c) The Results.
The combination of the two types of results was powerful (Polit & Hungler 
1997). The descriptive data allowed for themes to emerge that identified 
inequalities in bariatric care in the community allowing for discussion, 
highlighting normality of distribution and any major results.
117
When viewed together with the qualitative themes and quantitative data these 
results could be discussed as being either significant or non-significant in 
relation to Bariatric care in the community. These results could be generalised 
to all aspects of community care. The sample chosen was not randomised but 
the researcher believes that it was made up of generalists and specialists.
6.3.2 The weakness of the Research.
(i) The Design
The researcher had hoped to gather information from the questionnaires that 
gained an insight into hospital discharge and the role of health and social 
services professionals in the risk assessment process. The questionnaire 
wording had already been modified through the pilot study, but on reflection 
and as the study progressed the researcher felt that the questions did not 
always allow for the appropriate information to be gleaned. Question 7 and 8 
in the demographic data identified the age differences in health care and 
social care, with Social Services seeing patients' at a much younger age than 
District Nurses but relevance to the study was minimal. The researcher felt 
that question 19 was not specific enough, the closed questions failed to 
identify the hazards associated with unsafe practice.
(ii) The Methodoloqv.
In the planning stage, milestones were allocated to the study and not met. 
The interpretation of the descriptive analysis was time consuming. Chasing 
the district nurses for return of the questionnaires added to the time for 
completion of the study.
6.3.3. The researcher’s main learning points from the research experience.
The whole process from beginning to end has been a learning curve. The key 
points being, the effective use of time, and resources.
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Remaining objective, and acquiring the skill to write academically takes time 
and practice, as the tenses used with the piece of work need to be logical and 
consistent. The overall plan did produce the end objective, however the 
questionnaire could have been more focused towards the risk assessment 
process.
6.4 Future Research.
Whilst the activities of handling heavy loads has been acknowledged as a 
causation of WRMSD, only the handling of bariatric patients on a micro 
perspective was investigated in this study. The results did, in fact, produce 
evidence that on the micro aspect unsafe practice were being undertaken 
when nurses and informal/formal carers were undertaking manual handling 
tasks.
There has been quite substantial research on risk management, but most of it 
within the acute environment. Community care is recognised as having a 
diversity ‘ of environmental constraints. Health and social services 
professionals have been identified in this study as having inadequate training 
associated to the risk assessment process, whether this is just a micro or 
macro problem needs to be investigated.
This study also revealed that equipment provision within the community 
setting was not tailored to the home environment. Future research is required 
to identify environniental constraints that inhibit the provision of appropriate 
equipment. Equipment designers need to be influenced in the to development 
of equipment that is fit for purpose, especially profiling beds and hoists for use 
within the community environment.
Implementing appropriate equipment and training provision will help to reduce 
the risk of injury to the nurses and informal/formal carers of WRMSD when 
undertaking manual handling task in home of the bariatric patient.
119
In summary community care is not easy, and requires further intervention 
strategies that in their nature will inform best practice and increase the well­
being of the nurses, informal/formal carer and the patients. Bariatric patients 
are only a small but increasing population in community care. Research is 
required that generalises in community care and the hazards associated with 
the home environment. This will then enable the implementation of “safe 
systems of work” within the home environment through an appropriate risk 
assessment process.
Niccolo Machiavelli, The Prince (1532) wrote ‘'and it ought to be remembered 
that there is nothing more difficult to take in hand, more perilous to conduct, or 
more uncertain in its success, than to take the lead in the introduction of new 
order of things.” Historically the focus on care delivery within the NHS has 
been patient led, with nurses accepting back pain as part of the role. 
Changing beliefs to encompass the ergonomic perspective that through risk 
assessment all aspect of the work environment related to patient care can be 
beneficial to the health professionals, relatives and patient, requires a 
management of change from bottom up and top down.
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Chapter 7 Conclusion
The results of this study have suggested that the handling of bariatric patients 
within the community environment further increase the risk of WRMSD to both 
health professionals and formal/informal carers. These risks are further 
increased by inadequate equipment provision, inappropriate training, and lack 
of environmental controls, improvements are necessary to reduce the physical 
consequences of handling bariatric patients within the community 
environment.
In the absence of change handling bariatric patients in the community will lead 
to an increase of WRMSD through unsafe practice, and in some cases patient 
re-admission to hospital through inappropriate care and equipment provision. 
Embedding a participatory ergonomic approach bottom up and top down 
(Hignett 2001) incorporating a multidisciplinary team approach is required to 
implement changes. The changes implemented should improve the health 
and safety of the workforce by preventing or reducing the ergonomic mis­
matches within the home environment. Involving the multi-disciplinary teams 
in the planning and controlling of work activities and design will influence the 
process and outcome (Stubbs 2000). This will ensure the development of a 
bariatric process and tool that disseminates information and identifies bariatric 
patients from the first point of contact until grave (Chapter 6 figure 35) is 
utilised, not only for bariatric patients but for generalisation.
Ergonomist need to work with organisations and along side equipment 
designers to reduce the inherent risks associated with the handling of heavy 
loads. Influencing equipment and environmental design for the current user, 
future populations and bariatric patients' that is ‘fit for purpose’ and 
appropriate for both the acute and home environment in design.
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Appendix 1
The Manual Handling Operations Regulation (1962) is provided to help me 
employer identify handlirig situation that represent a risk. Numencal guidance 
is indicated by the figurés reproduced below. Where the weight exceeds these 
figures, a detailed risk assessment is required. It is also suggested that the 
levels for women should be two thirds of these values.
WOMEN FUU HEIGHT
MEN
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MSc Protocol for Health Ergonomics.
1, Background:
William Beveridge is known as the founder of the welfare state. His report, the 
Beveridge Report led to the implementation of the National Health Service 
(NHS). It was the Labour governments pledge of free care for all from cradle to 
grave that won them the 1945 General Election. (Rivett 1998).
There are four methods of delivery of care within the NHS acute, community, 
mental health and learning disability, with domiciliary care being provided by 
Local Authorities. In September 1978 the World Health Organisation (WHO) and 
UNICEF had a conference at Alma-Atra USSR. The report published from this 
conference Health for all by the year 2000 shaped the focus of the NHS over the 
next twenty years on the way health care was delivered (Rivett 1998). It changed 
the emphasis of care from hospital base to community and domicilary care, 
providing primary health care delivery that was based on homes and family.
Since its inception the NHS has undergone several reforms, the most significant 
cultural shift coming from the 1989 white paper Working for Patients, which 
passed into law as the NHS and Community Care Act 1990. (Mandlstram 1995). 
The NHS and Community Care Act 1990 revolves around assessment and 
provision of service not in the acute sector, but in the community. Historically, 
social care has been a residual service within the welfare state, a need that the 
legislation of 1990 promised to meet (Lewis 99). The NHS and Community Care 
Act 1990 has enabled people the right of assessment and has been the gateway 
for vulnerable people to obtain services.
The community system revolves around assessment. Community care 
philosophy is that it is needs led, and the service provision be individually tailored 
to the patients need, enabling them to remain within the home environment as 
independently and for as long as possible. Patients being discharged into the 
community require prior to a discharge, an assessment of need. This 
assessment takes into consideration various factors including the individuals 
physical, and mental abilities, and then social and environmental situation.
Unfortunately, the lack of human, equipment, and financial resources can result 
in delayed discharge. In order to prevent these delays which increase costs and 
reduce patient throughput, discharges into the community are taking place 
regardless of whether all of these factors have been considered and appropriate 
resources put in place. This can result in some cases of individual informal/formal 
carers, and District Nurses being compromised under the Manual Handling 
Operation Regulations 1992(MHOR) by working in increased risks environments, 
and this could lead to the eventual readmission of the patient to hospital.
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The Management of Health and Safety at Work Regulations 1999 state that 
“Competent persons must be appointed and formal risk assessment carried out 
within the working environment”, but due to early discharge risk assessments are 
mainly within the hospital environment and rarely undertaken in the home 
environment.
A literature search via journals and the internet has suggested that patient 
handling tasks have the highest prevalence of risk to persons working within the- 
care environment, and contribute to the high injury ratio and absenteeism due to 
musculosketal related injury (Royal College of Nursing 1992 updated 1996).
Research has highlighted that the number of bariatric people in the UK is 
increasing (NHS Centre for Reviews and Dissemination, 1997) and this study will 
investigate the impact of caring for these patients in the community and whether 
there is an increased risk of injury associated with their care. Bariatric is from the 
Greek word “Baros” meaning heavy and is the study of morbidly obese persons, 
with a body mass index >40%. The degree of overweight can be clinically 
evaluated by using a body mass index, which divides the patients body weight, 
by their height, on a scale 25-40. Twenty-five, being low risk and forty high risks 
(Frazel 1994). For the purpose of this paper, persons > 127kgs are identified as 
Bariatric.
As a senior nurse working within a Community Trust, and undertaking Health 
Ergonomic studies at the Robens Centre for Health Ergonomics, the research 
study undertaken focuses on the care and discharge of bariatric patients in the 
community. The researcher will investigate whether using participatory 
ergonomics approach as advocated by many ergonomist (Haslegrave and 
Corbett 1995), can reduce the inherent risks involved in bariatric patient care. 
Wilson 1995 states " It Is impossible to carry out ‘ evaluations of human work’ 
without at least some participation from the job holder actually doing the work”. 
Therefore the risk assessment should be undertaken by a trained professional 
(i.e. District Nurse Social Services) involved directly with the provision of patient 
care, and that the risk assessment should be undertaken within the home 
environment prior to discharge. As this is currently not the procedure in 
Berkshire, the researcher aims to establish that with the introduction of 
participatory ergonomics programme a more proactive approach can ensure that 
barriatric patients can be cared for in the community in a reduced risk 
environment. Gallagher (1999) identified that there was a need for a suitable 
protocol from admission to discharge in regards to the bariatic patients. The 
failure to undertake an assessment and plan for total management results in 
health professionals faced with inadequate resources, increasing their risk of 
injury whilst undertaking manual handling tasks when providing basic care
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Whilst assessment of need and risk assessments cannot remove all risks 
inherent in patient care, the process of risk assessment can identify risks 
associated with tasks and the assessment can be used to reduce the risks “as far 
as reasonably practicable”(MHOR 1992). It is the responsibility of the trained 
professional to ensure that risk assessments are undertaken to reduce the risk of 
injury.
2. Research Question:
District nurses are increasingly finding it difficult to care for bariatric patient within 
the community environment, where inappropriate risk assessments have been 
undertaken.
a. Aim
(1 ) To investigate the care of bariatric patients in the community.
b. Objective
♦ To determine, from a questionnaire issued to District Nurses and Social 
Services Care Managers in two localities within Berkshire, the prevalence of 
bariatric patients being cared for in community.
♦ From Case Studies already obtained, identify good and bad practice
♦ To look at the development of a discharge policy for bariatric patients using 
an ergonomic risk assessment tool.
3. Organisation
Investigator: Anita Rush
Place: West Berkshire Priority Care NHS Trust Wokingham Hospital. Wokingham 
Social Services Wokingham. East Berkshire Community Health NHS Trust 
Slough. Slough Social Services Slough.
The researcher has sought permission from the above Localities to seek Care 
Managers and District Nurses based within these localities to participate in this 
investigation.
Trials: West Berkshire Priority Care NHS Trust Wokingham Hospital.
Timeframe: See Gant Chart (appendix 1 ).
Cost: Self -funded. With study days funded by West Berkshire Priority Care 
NHS Trust.
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4. Qualitative Study.
Qualitative data via questionnaire to establish the prevalence of bariatric patients 
within the community, (appendix )
Data gathered from the questionnaire identify the prevalence of the degree of risk 
professionals encounter within the community environment.
Data gathered from the questionnaire identify the degree of risk assessments 
undertaken within the community environment.
The questionnaire will identify good and bad practice using ergonomic risk" 
assessment tool.
Subjects selected are: District Nurses and Social Services Care Managers from 
two Localities within Berkshire. Permission was sought and granted (appendix ). 
Both localities have demographic differences but same population total 
Selection criteria, only District nurses working for the Healthcare Trust and Care 
Managers working for the Locality Social Services. Agency District Nurses will be 
excluded.
Inclusion in the Study will be by informed consent (appendix ).
A pilot study of the questionnaire will be undertaken by members of the Oxford 
Back Exchange Group and a small group of District Nurses within the Oxford 
Region will determine reliability and validity, enabling the researcher to make 
adjustments to the questionnaire where appropriate.
Output from the data gathered is to develop using ergonomic risk assessment 
tool a discharge policy.
5. Materials and Methods.
Method: Questionnaire: self-administered designed to gather specific
data (Oppenheim, A.N. 1986).
Case Studies: Researcher has already collected case studies that identify
good and bad practice.
Materials: Consent forms, computer, statistical software, questionnaire, case
studies, locked filing cabinet.
6. Health and Safety
There is no known Health and Safety risks within this research project, as there 
are no practical tasks to be undertaken, or observed.
7. Ethics
Ethical consent has been sought from Senior Managers from all the community 
Localities involved in the study. The consent of the researcher General Manager 
from the researchers Trust has also been sought and agreed.
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Ethical approval will be sought from the University of Surrey and East and West 
Berkshires Ethical Committees.
Informed consent will be sought from the participants of the study. No names will 
be used within the data collection maintaining confidentiality.
8. Data Protection
Data will be stored on the researcher computer using a designated code.
Questionnaires will be locked in a secure filing cabinet in the researcher office. 
No questionnaires will be taken out of the researchers secured office.
SPSS 10.0 software licensee agreement form completed, obtained from 
computer services University of Surrey.
9. Data Handling
Subject data: Develop and pilot multiple-choice questionnaire (Kirwan and 
Ainsworth 1992) to determine the prevalence of bariatric patients and identify 
good and bad practice.
Grounded theory: using cases studies already gathered to help refine the theory.
Descriptive statistics: to summarise the data, allowing the researcher to describe 
the results concisely in terms of the most important features (Clifford (1997).
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Bariatric Questionnaire
This questionnaire has been designed to identify whether ‘safe systems of work’ are being 
implemented within the community environment for bariatric persons (persons that weigh 
over 127kg(20 stone).
Please could you complete this questionnaire in as much detail as possible on individual 
patients that you are or have been caring for within your caseload in the last two years.
Section 1 Demographic questions.
Section 2 The discharge process from hospital into the community.
Section 3 Relates to Risk Factors associated with Bariatric Care in the Community.
Section 1 (Demographic)
1. Patients age bracket:
(please tick relevant box)
2. Gender
18-34  
35-54  
55-64  
65- 74 
75+
Male
Female
3. Body Stature
Weight
Height
(if known or approximate)
Please state if weight is approximate:
4. Patients Diagnosis:
5. Is another Health Professional or Social Services O.T/Care Manger likely to submit 
this patient’s details as a response to this questionnaire?
Yes
No
If yes please specify.
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6. Could there be any contributing factors to their barriatric condition:
(I.e. mobility, secondary medical condition, drugs related, life style, or psychological)
Mobility
Diet
Medical Condition 
Drug related 
Life style 
Psychological 
Other
Please quantify:
7. Does/did the patient live alone?
Yes
No
8. Type of accommodation? 
(e.g. stairs involved).
9. Within the last two years has this patient required more than one hospital admission?
Yes
No
(please complete all questions) 
(please continue from question 20).
10. Please give reason for each admission.
II. Did the transfer process to hospital identify any transport/equipment 
problems?
Yes
No
Please quantify
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Section 2. (Hospital Discharge")
12. As the patients key-worker were yoii involved in the hospital discharge planning 
process?
(If no go to question 17).
Yes
No
(please complete all questions) 
(please continue from question 17).
13. Did a Barriatric discharge protocol exist within the discharging hospital?
Yes
No
13a. In the discharge process were any of the following tasks undertaken by
Social Services O.T., Hospital O.T. or Other Agencies (please tick the following chart 
as appropriate).
TASK SOCIAL 
SERVICES O.T. HOSPITAL O.T.
OTHER
(PLEASE SPECIFY)
Home Visit
Ergonomic Risk 
Assessment
Relevant equipment 
identified
Appropriate care 
package
Rehabilitation
program
Mobility levels 
identified
Other ( please 
identify)
14. Please state what equipment was identified as being essential for discharge
15. Was the equipment easy to access?
Yes
No
150
16. Was there a time delay? 
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Yes
No
If yes how long?
17. On the day of discharge were all components and control measures in place
Yes
No
If no please state why not?
18. Did the discharge from hospital enable best practice?
Yes 
No
If no state your reasons why.
19. Do you feel that if you had been involved in the discharge planning you could have 
identified risks/hazards within the home environment that could have been dealt with 
before the patient was discharged home?
Yes
No
If yes please highlight no more than five main points; 
(if possible please enclose risk assessment).
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Section 3. Risk Factors Associated with Bariatric Care in the Communitv
20. What level of risk was associated to the tasks involved in caring for the patient?
High Risk 
Medium Risk 
Low Risk
21. Please give details of the environmental/task-related hazards associated to level of 
risk.
22. In order to deliver full patient care is there unsafe practice?
Yes
No
Outline the reason for your answer:
23. Are/were the patient, formal and non-formal carers and Health Professionals within 
the home environment at risk through unsafe handling practices?
Yes
No
Identify the risks
24. What measures could you use to reduce the risk of Musculoskeletal Disorders within 
this home environment?
Thank you for taking the time to complete this questionnaire. Please return to Anita Rush. 
Wokingham Primary Care NHS Trust, Wokingham Hospital, Barkham Road, Wokingham 
Berks RG41 2RE.
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Wokingham
Primary Care Trust
Mrs A.J. Rush
Clinical Advisor Medical Loans
Wokingham Hospital
Barkham Road
Wokingham
Berks RG41 2RE
8  0118 9495128
Date as postmark 
Dear
Re: Safe systems of work with Bariatric Patients, 
patients i.e. over 127kg (20 stone), 
either staff or patients.
recommendation will be made available to you.
All comments/resp'onses will be dealt with in the strictness confidence and all reports and 
paperwork will be destroyed at the conclusion of the study.
During the study all reports/paperwork will be secured in a locked cupboard within a secure 
office.
hesitate to contact me on 0118 9495128(w).
I look forward to hearing from you.
Yours sincerely.
Anita Rush
Clinical Advisor Medical Loans.
Appendix2 Wokîngham
Primary Care Trust
Mrs A.J. Rush
Clinical Advisor Medical Loans 
Wokingham Hospital 
Barkham Road 
Wokingham 
Berks RG41 2RE
S 0118 9495128
Date as postmark 
Dear
Re: Safe systems of work with Bariatric Patients.
I am writing to ask if you would participate in a study which aims to identify ^hefter W e
L dies at a Masters level in Health Ergonomics at the European Institute of Health and 
Medical Sciences University of Surrey.
involved.
The questionnaire'has three sections:
.  Section 1 asks for a small amount of demographic information about your pahent,
• Section 2 looks at the circumstances surrounding their transfer from hospital mto the
community. , ,  _  . . _ . . .
• Section 3 looks more closely at risk factors associated with Banatric Care in the
Community.
Could you please complete one questionnaire for each patient meeting the criteria (i.e. over 
127kg).
make to link you to your answers.
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The results will be used to inform good practice and identify bad practice, leading to the 
possibility of developing a discharge policy for bariatric patients discharged into the 
community using an ergonomic risk assessment tool. When the study has been completed the 
results and reconunendation will be made available to you.
All conunents/responses will be dealt with in the strictest confidence and all reports and 
paperwork will be destroyed at the conclusion of the study.
During the study all reports/paperwork will be secured in a locked cupboard within a secure 
office.
I would be pleased to receive your completed questionnaire by 9“* November 2001 
If you have any questions, please do not hesitate to contact me on 0118 9495128(w).
I look forward to hearing from you.
Yours sincerely.
Anita Rush
Clinical Advisor Medical Loans.
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Primary Care Trust
Mrs A.J. Rush
Clinical Advisor Medical Loans 
Wokingham Hospital 
Barkham Road 
Wokingham 
Berks RG412RE
8 0118 9495128
Informed Consent for Participation in Qualitative Study.
Explanation of the Study
As an employee of Wokingham Primary Care NHS Trust currently undertaking 
postgraduate student studies at a Masters level in Health Ergonomics it is noted that few 
studies have addressed the discharge of bariatric patients into the conununity. Having 
worked within the community environment for «fifteen years both as a staff nurse and 
Clinical Advisor to Medical Loans this study will provide an opportunity to consider the 
possibility of developing a discharge policy for bariatric patients using an ergonomic risk 
assessment tool. Most Acute Trusts already have these policies in place for nursing 
within hospital environments.
I can be contacted on 0118 9495128(W) if you require any further information or write to
Anita Rush 
Wokingham Hospital 
Barkham Road 
Wokingham 
Berkshire RG41 2RE.
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The purpose of the study is to identify through questionnaires and case studies already 
gathered the prevalence of good and bad practice within the bariatric environment.
Community Care philosophy is that it is needs led, and service provision be individually 
tailored to the patients need, enabling them to remain within the home environment as 
independently for as long as possible. Unfortunately, lack of human, equipment, and 
financial resources can result in delayed discharge. In order to prevent these delays, 
discharges into the community are taking place regardless of whether all of these factors 
have been considered and appropriate resources put in place. This is increasing the nsk 
of infonnal/formal carers, and District Nurses being compromised under the Manual 
Handling Operations Regulations 1992(MHOR) by working within unsafe environments.
Informed Consent
1 have read the above and have had any questions answered to my satisfaction. In order to 
research the development of a discharge policy for bariatric patients using an ergonomic
risk assessment tool 1 am happy to participate on a voluntary basis by completing the
*questionnaire.
1 understand that 1 may withdraw from completing the questionnaire at anytime. All 
information giveg will be used to gather qualitative data only.
Signed.
Witness
Date
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Slough
Primary Care Trust
COMM UNITY NURSING SERVICES____|
-----------—------------      "  Osborne Street
Slough S L llT P  
a  : 01753 635630
Fax: 01753 635635
e.mail: alison.tayIor@ebch-tr.anglox.nlis.uk
Date as postmark 
My Ref: AT/JC
Ms. Anita Rush,
Clinical Advisor Medical Loans,
West Berkshire Priority Care Services NHS Trust,
Wokingham Hospital,
Barkham Road,
Wokingham, Berks.
RG41 2RE.
Dear Anita,
Re: Safe Systems of Work with Bariatric Patients
Thank you for your letter concerning the above issue. I confirm that I am happy for District 
Nurses from Slough locality to participate in your research study.
Yours sincerely, ,
ALISON TAYLOR 
Locality Leader
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el.
)ate
f^ our ref. 
Ay ref.
0118 974 6771 
03 April 2001
MG/skb
Ms Anita Rush,
Clinical Advisor Medical Loans,
West Berkshire Priority Care Services NHS Trust, 
Wokin^am Hospital,
Barkham Road,
WOKINGHAM, Berks,
RG412RE. ^
Community Services Department 
P.O. Box 154
Shute End, Woldngham
Berkshire, RG40 IWN
Tel: (0118) 974 6000
Fax: (0118) 974 6770
MinicomNo; (0118) 974 6991 
DX: 33506 - Wokinghatn
Dear Anita,
re: Safe systems of work with Bariatric Patients
Thank you for your letter and memo, received on the April, 2001, concerning the above issue. 
I confirm that I am happy for staff from this Department to participate in your research study.
Yours sincerely.
MIKE GEERNAERT, 
Head of Adult Services.
159
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West Berkshire Priority Care Service Trust 
Wokingham Hospital 
41 Barkham Road 
Wokingham 
Berkshire 
RG41 2RE
A •+ T? oh Telephone: 0118 949 5062
^ « “ SrMedicalLoans , Fax: 0118 977 5880
Wokingham Hospital ou^ref: JB/AH
Barkham Road
Wokingham
Berks
RG41 2RE
Date a/postmark 
Dear Anita
Re: Safe systems of work with Bariatric Patients
Thank you for your letter concerning the above issue.
I confirm that 1 am happy for the District Nurses from the Wokingham Locality to 
participate in your research study.
Yours sincerely
Julia Bliss  ^
Nurse Facilitator
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LOCAL RESEARCH ETHICS COMMITTEE
Tel: 0118 982 2816
Fax: 0118 9601218 
Email: helen.thomas@berks-ha.nhs.uk
57/59 Bath Road 
Reading 
Berkshire RG30 2BA
PLEASE QUOTE: 63/01
13 July 2001
Anita Rush
Clinical Advisor Medical Loans 
WOKINGHAM HOSPITAL
iGEBVED 
1 7 JUL 2001
Dear Anita ^
AN INVESTIGATION INTO BARIATRIC CARE IN THE COMMUNITY
Thank you for our letter of 2"" July enclosing the above study.
The West Berkshire Local Research Ethics Committee reviewed the study at Its meeting on 
10®' July when it was approved without condition.
The Committee would be very interested to receive a final report in due course.
With kind regards 
Yours sincerely
Helen Thomas 
Administrator
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17 May 2001
Mrs A J Rush 
2 Hertford Close 
WOKINGHAM 
Berks RG413BH
University 
of Surrey
Guildford
Surrey GU2 7XH. UK
Telephone
+44 (0)1483 300800
Facsimile
+44(0)1483 873811
Registry
Dear h^s Rush
An investigation into Bariatric care in the communitv (ACE/2001/20/Robens}
I am writing to inform you that the Advisoiy Committee on Ethics has considered the 
above protocol and the subsequent information supplied, and has approved it on the 
understanding that the Ethics Guidelines are observed, and the following condition is
met:
.  That once approval from the West Berkshire Local Research Ethics Committee is 
received, you forward a copy of this to the University’s Advisory Committee on 
Ethics for their records.
The letter of approval relates only to the study specified in your research protocol 
(ACE/2001/20/Robens). The Committee should be notified of any changes to the 
proposal, any adverse reactions and if the study is terminated earlier than expected 
(with reasons). I enclose a copy of the Ethics Guidelines for your information.
i
I should be grateful if you would confirm in writing your acceptance of the condition 
above, enclosing the amended letter.
Date of approval by the Advisory Committee on Ethics:
Date of expiry of the Advisory Committee on Ethics approval.
Please inform me when the research has been completed. 
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Advisory Committee on Ethics
17 May 2001 
16 May 2006
cc: Professor L J King, Chairman, ACE
Professor D Stubbs, Supervisor, Robens Centre
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TOnsiv.nr.Mi once Ae «qieraüooal distuibance has occurred. Ae miügahon BRF.
The definitions of the BRFs
'onomically poor deâgn of tools or equipment (user-unftienAy).
>oor rpnilitinn, suitabiUfy or avail AAty of materials: tools, 
tipment and cmnponents.
10 or insufficient attention given to keeping the woik floor dean or 
tidied up.
Jnsuitable physical conditions and o6er Wuences that have a 
'isadvantagAA:« «fleet on human functiomng. 
o«,«aJdent quality or availability o f procedures: gmdeline», 
instmctions and manuals (spedfications, ‘paperwoik*, use in 
iractice)
)R
fo or insuffident competence or experi«ice among employees (not 
iffidentiv suited /  inadequatdv trained), 
b (wr ineffective cmnmunication between the various rites, 
iepartm^teorCTadoyees of a company or witii the offidal bodies.
T h e  s itu a tio n  in  w h ic h  t i ie  e m p lo y e e  m u s t choose between optimal .
woridng methods according to the established rules on the one hand, 
and the pursuit of production, finandal, political, social or I
individuakgoalsmi^^ ______ ___
Ihortcomings in the organisation's structure, organisation’s 
^Wlosophy, orgamsational processes or managementstrat^es, 
resulting in inadequate or ineffective management of the company^
Ao or insufficient protection of people, material and environment 
igrinst the consequences of the operational disturbance tiiat 
irred.
The BRF Maintenance Management is a special case: it is a combination of factors thrt 
in other BRFs. So, this is not a separate BRF, because this fype of management is not Andamentally 
different from oAer management fonctions. It may be treated as a separate issue ^
m.int.nanrj- plays ao important role in so many accident scenarios, and because most organisaUons
have a separate maintenance department.
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Slough: April 1998 population estimate and projection to 2006
1998
Age group Males Females Persons %.
0-4 4.235 3,996 8,232 8%
5-9 3,821 3,643 7,464 7%
10-14 3,606 3,443 7,049 7%
15-19 3,502 3,183 6,685 6%
20-24 3,442 4,187 7,629 7%
25-29 4,793 5,167 9,961 9%
30-34 5,397 4,930 10,327 10%
35-39 4,641 4,212 8,853 8%
40-44 3,725 3,328 7,054 7%
45-49 3,232 3,013 6,245 6%
50-54 2,859 2,968 5,828 5%
55-59 2,290 2,321 4,611 4%
60-64 2,124 2,095 4,218 4%
65-69 1,904 2,055 3,960 4%
70-74 1,495 1,899 3,394 3%
75-79 1,083 1,670 2,754 3%
80- 84 537 1,010 1,547 1%
85-89 185 659 844 1%
90+ 28 426 455 0%
65+ 5,234 7,719 12,953 12%
All ages 52,902 54,206 107,108 100%
2006
Age group Males Females Persons %
0-4 3,916 3,601 7,517 7%
5-9 3,426 3,026 6,452 6%
10-14 3,719 3,344 7,063 6%
15-19 4,379 4,137 8,516 8%
20-24 3,696 4,333 8,029 7%
25-29 3,719 3,815 7,534 7%
30-34 4,358 3,906 8,263 8%
35-39 4,821 4,457 9,278 8%
40-44 4,664 4,137 8,801 8%
45-49 3,743 3,261 7,004 6%
50-54 3,383 3,136 6,520 6%
55-59 3,217 3,167 6,384
6%
60-64 2,383 2,583 4,966 5%
65-69 1,951 1,964 3,915
4%
70-74 ’ 1,567 1,722 3,289 3%
75-79 1,159 1,488 2,647 2%
80-84 627 1,146 1,772
2%
85-89 235 850 1,085
1%
90+ 51 1,039 1.090
1%
65+ 5,591 8,208 13,798
13%
All ages 55,014 55,113 110,127
100%
Source: Population in Berkshire, 1999 Review, Joint Strategic Planning UnitÆondon 
Research Centre
Wokingham April 1998 population estimate and projection to 2006
1998
Age group Males Females Persons %
0-4 4,856 4,546 9,402 6%
5-9 5,131 4,806 9,937 7%
10-14 5,166 4,844 10,011 7%
15-19 4,168 4,438 8,606 6%
20-24 3,437 3,454 6,891 5%
25-29 4,826 4,938 9,764 7%
30-34 6,050 6,069 12,119 8%
35-39 6.345 6,273 12,618 9%
40-44 5,849 5.628 11,477 8%
45-49 5,411 5,636 11,047 8%
50-54 5,677 5,885 11,563 8%
55-59 4,040 4,154 8,194 6%
60-64 3,440 3,361 6,801 5%
65-69 2,753 2,815 5,568 4%
70-74 1,841 2,205 4.047 3%
75-79 1,341 1,905 3,246 2%
80-84 693 1,413 2,106 1%
85-89 268 1,056 1,324 1%
90+ 46 689 734 1%
65+ 6,941 10,083 17,024 12%
All ages 71,338 74,115 145,454 100%
Source: Population 
Research Centre
in Berkshire, 1999 Review. Joint Strategic Planning Unit/London
2006
Age group Males Females Persons %
0-4 4,184 3,759 7,942
5%
5-9 4,709 4,212 8,921
6%
10-14 5,542 4,975 10,517 7%
15-19 5,485 5,766 11,251 8%
20-24 3,658 3,706 7,364
5%
25-29 2,823 2,745 5,568
4%
30-34 4,525 4,256 8,780 6%
35-39 6,910 6,537 13,447
9%
40-44 6,594 6,306 12,900 9%
45-49 5,580 5,340 10,921
7%
50-54 5,306 5,112 10,419
7%
55-59 5,452 5,580 11,032
7%
60-64 4,276 4,584 8,861 6%
65-69 3,238 3,351 6,588
4%
70-74 2,537 2,604 5,141
3%
75-79 1,801 2,051 3,852
3%
80-84 890 1,498 2,388
2%
85-89 346 1,214 1,560
1%
90+ 72 1,501 1,573
1%
65+ 8,884 12,219 21,103
14%
All ages 73,930 75,097 149,027
100%
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Wokingham
Primary Care Trust
Mrs A.J. Rush
Clinical Advisor Medical Loans 
Wokingham Hospital 
Barkham Road 
Wokingham 
Berks RG41 2RE
S 0118 9495128
Date as postmark
.• J*
Dear
Re: Safe systems of work with Bariatric Patients.
You will recall that a few weeks ago 1 sent you a questionnaire regarding the above. If you 
did not receive this please could you contact me on the above number urgently.
I would like to collate the statistics during the next two weeks so I would be extremely 
grateful if you could return any outstanding questionnaires.
Please note that I would like nil returns where necessary. Also, please be aware of the 
stringent selection criteria for the bariatric patient > 127kgs.
Thank you, for your co-operation.
Yours sincerely, »
Anita Rush
Clinical Advisor Medical Loans.
165
Appendix 6
ai ef' cT' ifi CO CM CNJ ^  JX CO CM CM T- CO N CO CD ?
h-
s CM h- CM CD 'c f CD ID CO CO h -  CM
CO CO
CO N  
CO MT
O
§ N O CO CM CD V- O § CO §CM O O TT CD N  CO CD CO
II CD^  CS'> <S^(3) h- +— CO CM 'P- CM CM SgS CD9 ^ ^  ÿCO CO CO CM CD X - CMfe S S Ç o oh -  CO
£
II >P sÆ xP sP xP xPO O O O O iX  O O  CM CM CM CO X- ' CO N CD lO rj- CD O OT— CD § 3 g § 8 8 8
JC
r
</)
00 CM
8
fe
CO
CM
O  (3) 
CO CD
CO CM
N
CD CO
hxM-
hx
CO
CM CM
CM
1 0)1 c
2  
I
|i 3^ CM IT)CD CD <o N- C) CDo> COCO CO ^ CO'q- CO'T CM CM 8 g CO N CO h -M" CO OO
■§l
1 1b  z
u>
o>
CM
CO
CM CO
CD CO
CD
CO
CM
COCD
CO
8
CM CM
CO TT CM CM g
CM CO
'5f CO
CM
CO
I I
ISt 'î  'î  (0CO CO CD N gI 1 • I + to
00 CO CO CO CO ^X- CO CO CD N <
Ç) ^
l £
SCD
0)f
I
I
O)
^  s0) o
g «
<D
«?
o
%
I
I
CD
C  C  ^to (B <0 C
0) Æ O © O
>- S Z §  Q
I
II
I
I©
I
!
I
I m o >- z 0 O>- z
s
!ca
2o>
Eo
o
c01
c0
1
O
0
g
2I 0•D5o
CM
$
$
2I
o
CO
CO
to'(/)
I
b
Q.
q:
Q
c
O
CD N
i
I0 
E1
cq
'(/>
ET3ro
2 coQ. tou> 0o 0
X X
CD o
166
II
cr
>.
<
Appendix 6
s  g m lo 
CM h -
lo in 
N  CM
lO lO 
CM N -
LO
CM o
lO
N & S 8 O in m N  CM lO lO N - CM o
o
n
o o N N N CO N - CD r-x N N CO N - CD CD N CO
LO LO T~ CD t — c o T - LO T— T - CO c o c o LO LO CD co o
lî CD O O (D O CD O O O CD o o O'M' CD N CM CM CM CD CM T— N . CM CD ^  ^  ^  g g CDCO CO T - o  g  h- co
ll 8 8 in in N  CM lo  o  coCM lO  CM s s NIC G lO  LO CM N -
I
y 0
Ê i
CM CM CM CM
CM
II
g -
2?CO N N h - N N o co N CO N - CD CO co CD r - O Oco CD T— CD T - T— OO T - OO T - LO Cf) co lO T— LO LO O
— (0 m ü
II i£E
8
I
I
I
I
0g
€
I0
CM
C
0
1 
0 )
CM
CM CM CO
CM
CO
CM
CO
CM
CO CM CM
I
ri§
•*-> 0
« (/) c 0 0
0 o 0 o o 0 0
> z > - z o 0 > -
3
(/>
Ç
'o
î
oz
c c
o o
c c
a g
2 2
CL CL
CO. CL
0 0
0 0
0 O O 0  o O
> z z >- z z
I
l i s
1
>
0  >
1
î
CM
8
CL
O )
1
b
0
m
co
E
I
t
0co
I
.9 -
LU
CL
O -0
2
i
0
'o
i
LU
UO
20
X3
E
k
CO
8
0
CL
C 8CD
0 0
Ê
a s
II
OO
CM CM
l i
g
cs
CLf(0
b
I
§
c
I
1
CD
167
Appendix 6
N  CM 
CO CM
COlo
0
n
^  ^  ^  o  CO N 
CO CM
N  CO CO o oCO 'M-
11o H-
^  ^  ^  
CD CD T - 
lO  CM CM 8 8
li
2  ~o
0
CO
^  ^  ^  o g g
CO CO T f
CM
CM CO
8
CO
CO CO
O  CD 
CO
CM CM
1 Bj= Os 1—
Û
0
I.c
3
I
O  
o0 
JC
lO  CO
CO N  
lO
CM CO
’« t lO
CO CM
CO -M"
c
io I
0
1 fi Î 0 O>■ z
1o0
1 
0
I
0
£
co“
c
0
1
0
t r
'5
10
8
0
1
I
I
>c
LU
CM
8
1
CL
I
3
8
. 1
■^1
0 CD
u  0 •*->
CL
8
i
D0
8
E
. i
01
0
br
168
Appendix 6
O)
3O
(O
JZ
COco ô
X
co s  co 0
z
Q 0 
X
,-x O  O  CD O  
E CD Cn] CM cd 
ü  CD LO CD h"
^  q  q  q  q  O) k k T- q 
CM CM CD lO
.-X  CM T - CD CD CD CD
E  CD id  CD CM CM cd
O hx CD CD 00 LO
^  o  o  co hx o  o
O) h : N  cd g  c\i 0 0
CM CM co co LO N
Iz
I
co q
CO 0  
X
co .§  co 0
Q s' 
X
x :0)10
^  CD CD T- co o
E CM k  LO CM od
o  co co co co co
o  lO o  o  OO
O) hx' CD k  k  k
CM co CM CM fyx
x - x '^ c o c D C D c D q q q q
E k C M C D C M O C Î L d Ô C M k
UCOCOCOOOCOCOOOOOhx
^ O O O O O C O O O O N -
g h x i M N r x ^ h x i c d N L d o d
t ^ C M C M C M C M C M C O C M - r - L OT— T— T— X— T— T~ T— CM T—
T - C M C O ^ I O C O N O O C D
0
CL
■gcoco
oôUi
z
Q
O)
Do
co
03
E
I
0
î
t
co
I
I
0O)
2
I
o N
00 coco co
00 'cr
TTTf 'M"
æ 8
I I
Ï 1û  co 
B B
K °
0O)
20
<
169
Appendix 6
Ü!
M-
.2
Ia
(Q
li
1°
Q
CO
lA
O)
^  ^  ^  
CO CM (N 
od TJ-"
CM
^  ^  ^  
CO CO CM CO 00 -q:
CM CM
^  ^  ^  
CO CM CM 00 M:
CM
CM
s  cy 00
\r CO CM CO
^  ^  ^
CM CO CO
od 00
CM CM
C M C M C O C M C M C M C M C M C M C M
^  ^  ^  ^  ^  
CM CM CM CM CM Tf: Mh
C O r t - C O C O C O C M C M C M C M C M C M C M C M
CO
O O 
v~ CM
CM CM
g SR ^O  CO § ^  ^  ^  ^  CO CO CO CO
CM
CM CM
^  ^  ^  ^  ^  
CM CM ^  CM
CO ^  CM T -  CO
g s  I  g g  g  s gg g g
CM
CM CO CM
LU O
(0 P
U U  LL O
170
< Q O < < o o ü O o £ < o ô u ! b x ^ S c S ! c f ë | 2 c r :
Appendix 6
m
(0
1^1
p
S  I »
z  ^
O%%
E
Eoo
<
Ih
I-
(£>
I-
lO
o>
^  SR ^
CM CM 00
lO CM
00 CM 00
CM T-
R 5 (6 ^
00 00 CM T- V-
èR
CM ^  S SCM CM CM 
Th
IQ T" v~. 'r~
52 CO 00
CO -M-
O) CM T- T-
àR SR ^  ^  p o o o
(O CM
CO T" T— CM
l i
00
CM CM
00
SR ^
CM ''~-
SR èRh. N.
h~ 00 CM T- T-
| g g g
CD T- 1“ T—
CO
M" CM
CM
§O
X
p o
I IÛ. QÛ O
Io
X
C
P"O
I
CL CD O  LL 0 :
li
II
E I
«  o  
<0 H
CO I -
I
1ous■o
$
i
I
<
CL
<
U> 00
^  CO CM
O) U>
8 l i
CM 5: CO
^  ^  SR Cd o o
CM M* 'M '
CM
CM 00
cys OS 
v~ o> 
N . CM
00 CM
r- . CM
4 1  &03 0 0
CO (/)
3  Q
I
S
m
it
5|i
it'o
s
I
i f
o lc
U 53
. 01
8
SR
CO
SR
I ?
iO
o>
CD 10 CM 10 '«t
^  SR ^  àR SR èR
CM O  CO (O  CO OD
id CO k: P  O
10 CM CO CO CM CM
00 <0 00 O) ID ID
SR ^  ^  SR ^  R^
O) CO CM CM CM CO
N  "M- MO CO
0> r~ O  O  O
^  ^  SR ^  ^  aR
o  P  P  P  o  o
CO «0  P  CO CO CM
CO 10 CO 00 00 CM
CM CM
UO CO MT CM CM CM
èR ^  ^  ^  ^  ^
S 9 R 8 8 8
52 CO Mf h- r>- K
LO CO
00 CO M" N  CO CO
| : l
X  E 
*  §8 
t ^ s  S
P
O  
C3>
Lp
Ü
^  _1 Q  ^  Q- Q  O
171
Appendix 6
iff
IM
s f ë
X
H >
O  W  H
il
% 
2
, 1
If
£2. 
<o
s
2s? îS ^  ^  ^  ss<0 00 F»; N;
■E CO <0 to «> <o <o^ 00 T" V- V- V T"
CM
i l lP E P  
Q-1 1  8 c I
p i
ill
| | 6
o
o W K
» r
i- o 
1 1
■o
pg)
(0
J=
u
m
■o
R
jd cp
g 1o a
0)
I
SR 2R Ss as Ss ^
o  o  o  o  q  o
CO «> O  CD tf> o
h- CM m  MO CM «>
00 CM CM CM
CM CM CM CM
p
V)(0 Ü)
ra E
Ql
co 3cr
ü p
.52
> § 1p c >
E
o P
p
P
X LU X
I
I (0
l i t
H i P
S 8 p
§ 1 1
S | l
O
I— ^
i | 5
K- >
O  W  H
u. O
o £
f lSI
+ =5
I
il
B
§
BaR ^  ^  aR ^  ^CO q  q  q  q  q  q
^ ^  ^  ^  M M M
Q
U> CM CO 00  CM 00
CO T— CM CM T~ CM
CM
I Î
i l l s -
III
_to
I
Ê
I(0 Q. Ô ^^  g
X l ï i X < X S O Z
172
Appendix 6
8 § o> as Î8 CO s <o
pTo £
M 8 g
lA ■M- oK
P 8CM
li
— w 
. 5  o
o
5 i
8
O
LO
8
00
o> Î5
i
§
O R|
CD
aR LO
CM
CM
LO
a I
a ;
u
— to .3 Ü
11
8
8
8
S CO
I lA
o>
aR
g  o
CO
CM
CD
? I
I
I
I
(O
2(0
c
0
1
3
cr
I
8
O
i
y
Î
g
cTO
5
i
3jQÜ
1
2
CL
I
i
I
CO
p
I
II
173
Appendix 7
g 3
t h
I S !
1 ' ^ i tI
P c/3
CO CKJ
S? S
R c5p o P  CO§ 3
i ^ '
| | 5
g"g 5
ill
§>1 p Ü
cu on 2 on (O 'O
CCS Ç3
on w o> P f l )  CCSC O  CCS0) JD
1  
T3 %3
0 )  CO
Æ C M on
^  g> 0) ondj #V
CO J3
174
Appendix 7
•s
• a
CO
2
p  „
II
3 -3
| i
5 ^o ^ 
>  «
il
lî
ilü
I I
® 'g
II
i :5
6 s
CO 0 )  ?
w oS
II
^ CO
{ I
P Æ
♦r* o
îi
Z
il
>r. CM
’ §
cS
î
CO
Iê 
%  
,g>s
i l
I
fI
o
I
îîlî
aI
1
■ sI
I
I
CO
1
I
ÿ- 
11
00%
CO
3|l
li
« I
< Dp
II
00
: §
I
s
îeC
i
S '
i
I
.a*
1
I
en
I I00
M
I
1
<L>
I
C
e s  Oi-s
îi
G  T 3
I
e  _
I I
Ë 3
i
eO
• C
S
Ti
il
1 1
l i
1
1
<D <U
1 1
:z: %
175
Appendix 8
LO p
X 8 )
p p
r V
1 i 1 P
3 JC 2 E CO
a CO 1 8 a X
X p B B s
E§ 8 c 8 8
a p 2 a S' i■D > •D ■D II Q . S S  CO I
1
I
ëI
I
X- (0 !
| . 2 ^ |  
ifltl^ E-q:
§
til
I l i i
X
i
1
CL
X
I
s
li
.Ça
<
i
p
5
I
0 
c•ja
1
1
p
It
li— 3 
8 ^
M
8
CO Xil
a ®
OT
II
lO
X
I CO
p
^  in
O) ^
ill 
illro
I I
5 8
in X
X TJ
CD 8 X
X p P
1 JL cs P s
b p cn y n
' = £" c
P p p
p E xz o
o p 8 1c E
s ë g s
I
1
1
I
I
I
i
o
I
4CD ^  W
if II
{
pxz
TJ
P
I
L
II
5 £
ÎI
O (D
8 8 I
2  Q) w
p  p  p
ro CO szCO -b i
^ 3 2
%
I Î
t s
1 1
illCO .2  2  
r -  •O Œ
I
iL■ D P P
ip
o> P P
T -  C  J C
17A
Appendix 8
■a
:
I 
II
I
i
I
fl
li
iia 2
IIICO
If)
X
.S
II
t|
p8
Î
N
X
2 o
I I  
s §
9^
I
5
p
— X
c %
I I
T3 C
If)
It
p iro
i
if
c c 
P o
Ï 1
CM P
1P
"8p "p
N "
j=
1L
ii
I  C
i i
I I
si
CM
ii
11 
p > 
p p
E'S
if
II
If)
X  
8
2 
Q.
f "  
I S ix: p p
li^  S >
pi l l
II
S 2 
a  M
I
I
D) 
C
1
'i
CM
O
I I I
R
X
i
I
§ 8
II
fl
I
I
P
I I
sz p
a
2 1
5
js; 1
. 2 r
p g
p
p •D c
c a po E8 a g(U m
o p >c c
CL 3 p 177
Appendix 9
ïs o
M2 «
^ Q
"O c g o fl) E
1 1 1
iliî
^ CO 
Q.
CO JQ
O P
O) P
II
S p
c
p c
E f»c (0 4-"
o (1) p
c
X c
8
111
8 %P o >
£ cp
D)
Oo g<
li
_  O) g 
p c
3  =  p
n i
8
1
I
E
o
8
ë
i5
D )Ç
t
ê
11
S i
fl) ^ c
I "
1 1
I I CO
I I CM
I
I I CO
m
I I CM
I I lO
P P
P
P
P
P
P
P
CO
p Ë
p
Oi
n
CM CO lO CD 00 O)
178
Ig
I
I
§%
II
1.-&
I I
•o
§
I
siM
i l l
ilil
-  c â
Hi
5 ^ 2
s l i
W TD
.11
III
III
( 0 ^ ( 0i l l
11
11
o
!l
I  i
II
I•c
II
W O)
II
£
j=
MiS..ST.
Ill d)
f i l l£ o.
I
<D
IIIII
f f l l
£ g
li
I
H  •a  0)
III
^■MôSêê
I M
c P  
:q « I£ 5 £
Z  Z  l5
«  «  
III
11
il
II
S-
p
111
i f l l
II
S  X III
Is
m 'S
ii
II
i iI,
III#
1
I
£
I
-o w
III!
c
■S §
III
p  «
• IS
•r!% > £ 
l i t
i i i i
I
I ,
S
'5. oMl(xl l£cl iizp
I I 
If « 
| i  I.£ jz -o
nil
ÎI
ifI
I-
{III.ii«îilHîl
i l l l
II
P mI l l l
S5IÎ1I
“ O)
§x§-§zôü■S'S § 8 i
1I o
ilfl
ÎI
ï""
IIIÎ- I I
<o
11
ill 
1
a.
O )
(Ni Z
IS0 & N  U. <
ü r i
If
■o
0)
III
jr  Q . £  plit 
nif
ë ^ K S 8 <
Appendix 9
It<0 
■O <D
it
ilO..Ç
II
(/}
s =  r  pliiiic ® -o » UJ
l l l ^ s
i f ] ________iiiii
!= x: ~
tl
£ 3
mE£iZJS
ill
'"illl
I
i I
Ii l l .*  
IIIII
5 UJ
II
II
l |
p p
I
Ü « p
II
II
11
P111
I
I
It
IIfl
11
m tn
g £#"
<a w S
illlI 5
£ 00 
P  COI D)o u. <
179
1
II
53
g JQ
> (0
■D
E S
5i2
T J
§
I
il
IJ
lli
I
liïl
{fil
il
li
l l î
I! *11p  p
•o
i!
M «0
II
o g
l - §
• ë  O ) p  o
un
IIIÎ
p
£  t*!
lîliliii
fl|o — p a. p •£
il!
1
I
2  p  to îi
o o i l
î l lQ.P p
£  ë  ë
• c  o  CO
|l|
l l f
l i t
Ifl
J i i l
IIII
j*
iiîîi
l i l j l
£ £ 
s l f l liO )
,S (0 45
||ïl
l î i
o =5
II
il
II
11*  ggytiii
___ -5-  o  ^  .= ,
Q  i  X  £  £  £
h>• p
il
4 I I
£ .5
« e
If
il
E P £
II
I£  «
o
|t
•■§ - 2  
I I
01
(0
i
gil Iiiï II
i
o pi l
If
SI
1
if
ri
11
i j2|l
S 2*5
Ifi!
i l
fl
p D)
Eë
illl
îiiii
a  0) p
I l i f t^ ïî fe S P
• 5  £ >  ç  => r a  o
5 x
_ o o -
: z  z  o  £
f
!tî
o Q. 
X) p
II
îl
i
li
llf
ilî
P  P g
I
C 2 P
•cil
g g
£  o
p p 
%-8
2^ 
11
£  T-
P M-
i  g,
■O U. <
OZ
IL
D)
II
2 -a  Ip O)
III
j g £
£ £
I!
Il
II
ifiCO
i - s
II
i S2 c
Illl
i î l l
g e
o > .S > to  
111 
liîi
îîlltll
il
fl
e»£ *-
Illl
i l
4i
‘Il
X i
g Ê £
g|l
111
III
111
il
I
li
b  E
If
501
ü  p5 0-8
E S
« î l
Appendix 9
180
oI
I t
I
O (0LL
1
I
si
I I
S £
J
m
II
V- <u
■D
OZ 5
li!iilii
p ■§I Î !
5 ê ê
P. W TJ
I'll
0 .2  E
P p
E
i t
_§i
III
111
Ia. _§-s
I
II
p ëif lIII!
•a
>»
s i
I l l l
11
l l
. c
p p
ÎI
.i£
Ilf
ill
I!!!
îifl C  .5
S’co S
CD V (/)
£ 2 U1
I
P T3
E £
i
11
E>E
II
II
II
tn JC
ii
il{{» P rï £
. o 
CD P| i |i | g
p^i ®
ÎIII
i f li
p p
I
pll
l l
lî
i
0)
I:“•§ 
>,
îi
w
p =
£  p
ii
II
II
= ë
It
p p 
| 8 | .
i !FIfl
TJ£
i lI11% 8-11i%'S & £P^.ÎS 5 .5t  P  O
Appendix 9
V) p 
£ £
li
li
ll
II
•8 s'If
to  P
p p
i
E 5> « P
1 i
Ifill
ii
TJ P li
ill
II
II
i iilll
i#
II l i
I
ill!
I
I f
II
I l l l
■« P
I I I
I Pl..
P 44 P P P
j l l iISit2:^‘5 §,
fill
•fl ■5 <D
<0 <0 
PTJ aill ill
p  p
11^
I r
II TO
P
Ë.
a .
O)
1
p
O)i l l
ill
i t i
l i
p s
g i t
181
iss3■o£H> CO
1 S
l i
l 5
s l i
il
%£  £
II!lîi
c p p
£ p
fl
5 ■«
Q: i  Q. Q. 8filîili
il
l î  
II
8 |S-s 
'è  E ««
p
11 
p *i
D p
M XI
P N P
ï  E P
p p
p p3 G-2 p
3 3  P P
P ë p £
£ ®  E
s| f-s
CO
î!i■8‘|g  ^
f i l lÆf f  g.
IlllIII”IIITJ £g §J
2ÜIU
îilf
!f|l
l i î i
ÎÎÜ
I
I Ip oil
t s  . la
o> u. <
£  
p g
li
0)Xi1 
x: TJ
f . Ë
g#
■S»
II
ÎIiIIJii p
p 
0) ±1
I I I
p !.
8 f i l
I .P p
P £ pP 5» c
i l î l ip p
lllflp a :
o. p p c p p
p LU X
TJ
11
il
I III
fi
l i
£
« A .
ilil
IIIÎi
l i iS S g , | |
4
III
D)I I I09
IIs .Hi
e-P
3 X
TJ
i l
TJ O
î |
il
MU
b <5
lî
p
n
E s
CO fO- -  
o 1  .ts £  § ST
c  .3
I I
II
■o 2
î |
ü  P
î!
II
II
lîi
l l
lg
â #
t ô•Ic I
iw 8
—» O
“ i l
Appendix 9
182
Appendix 10
Case Study 2.
Name of Patient; Mrs. 0 
Age: 62
Body Weight: 159kgs.
Background:
Mrs 0 lives with her husband her main carer in a small house. She lives 
downstairs in a small room to the right of the front doorway. Social Services carer 
provides personal care weekly.
Mrs. 0 unexpectedly required urgent hospital admission. Her admission was 
delayed due to her weight being too heavy for the ambulance transport. On 
eventually arriving in hospital no equipment provision had been made. The ward 
staff were unaware of the weight of the patient and had not been prepared for her 
admission.
During the first twenty-four of admission the staff on the ward managed Mrs 0. 
on an ordinary Kings Fund hospital bed using a mobile hoist with a safe working 
load of 127kgs. The consequence of this was (a) Staff nurse severely damaged 
her back, (b) Mrs 0 nursed in an undignified manner causing her and her family 
undue distress.
Twenty four hours after the accident the ward managed to hire a hoist, bed, 
mattress, commode for the duration of her stay that had a safe working load of 
222kgs.Before discharge a home risk assessment was undertaken.
Following an ergonomic risk assessment within the home environment the 
following hazards were identified, and risk reduction action plan implemented to 
facilitate safe discharge:
Bariatric Risk Assessment 
Task
One carer visiting weekly to undertake personal care tasks, using the hoist to 
transfer Mrs 0 on and off the commode. When required by Mrs 0  she would then 
be hoisted into the lounge chair. District nurse visit as and when required to re- 
catheterise. On these occasions they are required to hoist Mrs C back onto her 
bed from the lounge chair, and then return her to the chair. 183
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Husband undertakes regular daily tasks: (a) toileting (b) personal care (c) bed 
making (d) transfers to and from bed/chair.
The individual care providers
All district nurses have attended the Trust’s manual handling training. The 
provider agency had also stated that their staff attended manual handling 
training. All staff attending had no known disabilities, or illness.
Husband elderly deteriorating eyesight, chronic back pain. Increasing cognitive 
impairment due to his elderly condition (he is ten years older than his wife).
Load Factor
Mrs. C stature: Height 154.9cm,
weight 159kg.
Weight Distribution: abdomen and hips and upper legs.
Non weight bearing due to weight distribution.
Good sitting balance.
No communication problems 
Continent.
Environment
Mrs 0  lives in the dining room of the house. It is small in size with a fire grate and 
surround. The door opens inwards off a small hallway measuring 107cm. The 
outer doorframe is 76cm with an acute turn into the dining room of 90 degrees. 
Bedroom door width is 76cm.
There was sufficient space behind the door for the bed. With the bed in position 
the space between the bed and fire surround is very limited.
stairs
lounge
Chair, 
fgrsplace 
cipboards
Equipment.
Hoist with a working load of 159kgs. Two slings. Static divan bed with no wheels.
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Risk Level: High
Outcome:
The risk assessment identified that all equipment and human resource provision 
was unsafe. The size of the room inhibited appropriate hoisting with the 
equipment already in place.
To enable safe practice a new hoist would be required in the interim that had a 
safe working load of 191 kgs, and a turning circle small enough to enable it to be 
manoeuvred in the limited space. Either an overhead or gantry system would 
then need to be investigated to replace the mobile hoist as soon as possible
A profiling bed that has a safe working load of 191 kgs, with reinforced base. The 
patient sits upright in the bed with the back rest fully up, therefore the weight 
concentration is on the base of the bed. The bed could not be wider than 104cm 
to allow for hoisting space. The lounge chair would need to have a safe working 
load of 222kgs.
Carers attending Mrs C. should be rota’d in pairs, and further care assistance 
given to Mr. C to reduce his involvement.
A risk assessment and handling plan should be written and placed in Mrs C 
notes for all visiting agencies to see.
Back Care Advisor involvement to ensure safe practice is continued.
Continuous liaison between community and hospital if admissions are required 
and equipment from the home should follow to enable continuity.
immediate qoais:
Safe discharge of Mrs C home.
Handling plan, risk assessment in place for all agencies.
An appropriate fully profiling bed installed with a lowering and raising range of 
between 30cm -69cm, a safe working load of 191 kgs. The varying height range 
enables flexibility of the statue heights of district nurse and carers. Thereby 
eliminating the stooping posture of the staff. 185
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Mobile hoist with a safe working load of 191 kgs for all transfers, and appropriate 
measured slings. Reducing the immediate level of exposure to risk for Mrs C, 
district nurse and carer.
No transfers from bed to chair unless an overhead hoist could be provided.
All tasks require two nurses or carers
Dietician involvement for a weight reduction program.
Minimal handling to be instigated within the home environment.
Implement handling action plan.
One to one manual handling techniques and raised posture awareness training 
for all staff both on the wards and within the home environment, facilitated by the 
back care advisor.
Ongoing actions
Feasibility of overhead hoist.
If unable to fit overhead hoist then patient to remain in bed.
Purchase of a dynamic mattress to reduce the risk of pressure damage 
Continuous review of risk assessment and handling plan.
Ongoing training for all staff and new starters.
Communications plan to enable smooth admission and discharge.
Establish respite periods enabling her husband to rest.
Hospital purchase appropriate bariatric equipment.
Conclusion:
Mrs C was able to remain within the home environment until her sudden death 
Christmas day 2001. Communication channels had been put in place enabling 
her smooth admission and discharge into and home from hospital. The respite 
visits to hospital enabled her husband to take breaks and visit relatives.
District Nurse, ward staff and carers were able to care for Mrs C within a “Safe 
System of Work” for two years. 186
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Case Study 1
Name of Patient: Mr. Y 
Age: 71
Body Weight 133kgs
Background:
Mr. Y has suffered from multiple sclerosis for twenty years. Recently he was 
discharged home from hospital following a right-sided cerebral vascular accident. 
Mr. Y as a consequence of the above has a severely contracted left arm and 
impaired sitting posture. Mr. Y lives at home with his wife and supported by both 
district nurses and carers from Social Services. Mr. Y is visited daily by his 
district nurse, and twice daily by carers
Both district nurses and carers had reported to their managers that whilst 
undertaking the health and social care tasks they were experiencing 
musculoskeletal discomfort due to Mr Y impaired body dynamics and excessive 
weight.
Mrs Y refuses (a) to have any equipment installed or (b) move her husband 
downstairs to the lounge area as it infringed on her home, and she didn’t want 
the downstairs to look like a hospital.
Social services or district nurses within the home environment had undertaken no 
risk assessment before or after discharge. No home visit or discharge case 
conference was undertaken by the hospital before discharge.
There was no handling plan or risk assessment in place.
Following an ergonomic risk assessment within the home environment the 
following hazards were identified, risk reduction plan implemented that enabled 
safe practice.
Bariatric Risk Assessment 
Task
Personal care tasks undertaken on the low-boxed double divan bed, inhibiting 
the carers posturing. Several transfers were undertaken, especially the commode 
to stair lift, producing unsafe practice as the patient was non-weight bearing and 
the carers were dragging him onto the stair lift and chairs. These tasks required
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significant pushing and pulling to get the patient up and then transferred onto the 
chair seat. Once seated Mr. Y lower limbs were lifted from the floor onto the feet 
of the stair lift and wheelchair. When required one carer attended Mr. Y to 
undertake these tasks. Both tasks required the carer to physically lift a heavy 
solid load, increasing their postural stress.
The individual care providers
All district nurses have attended the Trust's manual handling training. The 
provider agency had also stated that their staff attended manual handling 
training. All staff attending had no known disabilities, or illness.
Load Factor
Mr. Y stature; Height 177cm
weight 133kg
Capability:
Non weight bearing 
Impaired sitting balance.
Contracted left arm 
Unpredictability of movement 
No communication problems 
Elimination problems.
Environment
Personal Care tasks were undertaken In Mr. Y bedroom. The bedroom 
environment is cluttered with built in furniture. The en-suite bathroom leads off 
the main bedroom to the lower right of the room. It consists of a toilet, sink and 
bath. No hoist is In place within the bedroom or bathroom environment.
The floor Is carpeted but the pile is minimal. The bed area is completely 
surrounded by fitted wardrobes, with fitted cupboards beside the bed. The bed is 
a boxed double divan with a static height of 66cm. The door opens partially into 
the right of the bedroom limiting the space in which the wheelchair could be 
turned. Furniture behind the door inhibits the door opening fully.
Mr. Y side of the bed is nearest the window. Negotiation of the wheelchair 
through the narrow space between the bed and dressing table and door opening 
to the en suite bathroom increases the exposure level of both district nurse and 
carer to musculoskeletal disorders. Space between the bed and window wall of 
the bedroom is just sufficient to position the wheelchair besides the bed, 
insufficient space for two carers or district nurses to then transfer from the chair 
into the bed and vice versa.
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Built in cupboards built in cupboa
cupbo|pf
Equipment.
No handling equipment was present in the home.
cupboard
en sui
Risk Level: High
Outcome
The risk assessment highlighted that unsafe practice was being undertaken in 
the home environment that increased the exposure levels of the district nurse 
and carer to musculoskeletal injury. Immediate and long-term risk reduction 
action plan required to reduces these exposure levels to include environmental 
changes, equipment provision and the implementation of a safe system of work 
within the home environment.
Immediate goals:
Negotiate with the family for Mr. Y to be transferred downstairs to the dining 
room. This room is bigger in dimensions than the bedroom upstairs, has wooden 
flooring and no clutter.
If Mr. Mrs Y continue to refuse any handling aids then a disclaimer and contract 
should be negotiated with senior managers and Mr. Mrs Y to ensure that district 
nurses and carers do not undertake unsafe practice. Mr. Y needs to be nursed in 
bed until risk reduction measures are in place.
An appropriate fully profiling bed installed with a lowering and raising range of 
between 30cm -69cm, a safe working load of 191 kgs. The varying height range 
will enable flexibility of the stature heights of district nurses and care staff, thus 
eliminating the stooping posture of the staff.
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Mobile hoist with a safe working load of 191 kgs for all transfers, and appropriate 
measured slings. Reducing the immediate level of exposure to risk for Mr. Y, 
district nurse and carer. Due to the weight of Mr. Y it would not suffice long term.
All task require two nurses or carers
Implement handling action plan.
Advice one to one manual handling techniques and raised posture awareness 
training within the patients home for all staff concerned. To be undertaken by the 
back care advisor.
Continued discussions with Mr. Mrs Y to raise their awareness of legislation 
requirement under Health and Safety Act 1974 and the Manual Handling 
Regulation 1992 the need for safe practice when caring for patients. Also the 
need to reduce the risk exposure level of musculoskeletal disorders to all 
persons within the home.
The installation of an overhead hoist positioned over lounge chair and in the 
dinning room over the care area.
Purchase of a chair with a safe working load of 191 kgs and a riser/recliner 
facility.
Continuous review of risk assessment and handling plan.
Ongoing training for all staff and new starters.
Dietician involvement for a weight reduction program.
Conclusion
The Health and Safety legislation was explain to Mr Mrs Y by senior trust 
managers, and the rationale for compliance.
Ensured that Mr. Y was transferred downstairs into the dining room environment.
A profile bed was obtained from the community loan store with a mobile hoist and 
sling for short- term use.
An overhead hoist was purchased and installed by Social Services further 
reducing the exposure levels of district nurse and carer to musculosketal injury. 
Mr. Y continues to be nursed at home cared for by district nurse and carers on a 
daily basis.
Risk assessment is ongoing and changed according to need.
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Case Study 3
Name of Patient: Ms R
Age:
Body Weight:
38
191 kgs
Background:
Ms R is a young multiple sclerosis patient living with her father. She receives 
ongoing care from district nurses daily for severely oedematous ulcerated legs. 
Her personal care requirements are undertaken by an external provider agency. 
The carer visits twice daily to undertake personal care tasks.
Ms R has limited mobility, she can stand and transfer onto her commode and 
wheelchair, and she can only walk one or two steps due to her ulcerated 
oedematous legs. She cannot raise or hold the legs up for any length of time.
Ms R has a static divan bed with a dynamic mattress and this is where Ms R 
remains unless she is going out. The provider agency has threatened to withdraw 
services until appropriate handling equipment is provided a risk assessment and 
handling plan had been written and implemented.
At present the district nurses have two members of staff off sick with work related 
musculosketal disorders obtained through postural positioning and holding of the 
oedematous leg for dressing and bandaging the leg ulcers.
Elderly father with musculosketal disorder undertakes all toileting needs during 
the day and night when carers unavailable. Ms. R goes to Multiple Sclerosis (MS) 
centre twice a week to give her father some respite.
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Following an ergonomic risk assessment within the home environment the 
following hazards were identified, risk reduction plan implemented that enabled 
safe practice.
Bariatric Risk Assessment:
Task
One carer visiting twice daily. Personal care tasks undertaken in the bathroom. 
Ms R transferred from the bed with a standing transfer onto commode wheeled 
into the bathroom. Ms R is then washed and clean clothes put on then, 
dependent on the day, is either wheeled back to the bedroom and returned to 
bed or manually transferred into her wheelchair ready to go to the MS centre. 
These tasks required significant strength and harmful posturing due to the 
inability of Ms R to assist sufficiently and her excessive body weight.
District nurse visits every day except MS centre days. The district nurse changes 
the dressing on both ulcerated legs and then does four layer bandaging. This 
task is done whilst Ms. R is lying on the static bed.
Elderly Mr. R is the main carer and assists his daughter with toileting in between 
carers visiting. He also does the shopping cooking and household tasks as best 
he can.
The individual care providers
All district nurses have attended the Trusts manual handling training. The 
provider agency had also stated that their staff attended manual handling 
training. All staff attending had no known disabilities, or illness.
Mr R is an elderly gentleman who has cared for his daughter since diagnosis; he 
now has cumulative damage to his lower back.
Load Factor
Ms R stature: Height 160cm
weight 191kg.
Weight Distribution: Torso and legs
Partial weight bearing due to ulcerated oedematous legs.
No communication problems
Continent.
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Environment
Ms R lives in a bungalow. The environment is old, cluttered and in need of repair. 
The room opens off from the left-hand side of the hallway of the bungalow, the 
door opening inwards to the left. The bed is a small static double with raised legs, 
a dynamic mattress is placed on top of the divan. A commode and wheelchair 
are in the room. The room is cluttered by large old furniture that encroaches on 
the working area of the district nurse and carer. The carpet is very old heavily 
stained and smells, not advisable for District Nurses or carers to kneel on.
Pets are in abundance and not house trained.
Equipment.
Commode, wheelchair.
Risk Level: High
Outcome
The risk assessment highlighted that health and safety within this home was 
being breached under the Health and Safety Act 1974 and the Manual Handling 
regulation 1992. Environmental hazards were also in breach of the above act.
Immediate goals
Multi-disciplinary case conference to include provider agency, and family to 
discuss the way forward.
The purchase of profiling bed that had independent controls for raised back and 
leg elevation. Reinforcement round the sitting area of the bed to take the weight 
of 191 kgs, and a dynamic mattress that has foam shell to enable ease of 
transfers off the bed.
Increase the number of carers attending Ms R. One to one training by the back 
care advisor of the provider agency within the home environment. Handling plan 
and risk assessment to be kept in the home notes.
Involvement of the Trusts back cares adviser on good posturing techniques for 
the district nurse when undertaking the leg dressings.
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Dietician involvement to discuss a weight reduction program.
Communication plan to ensure if admission to hospital is required systems are in 
place to ensure safe practice within the hospital, for example appropriate 
equipment is provided.
Agreement that whilst care tasks and leg dressing are undertaken the pets are 
out of the room.
Ongoing
Funding arranged for new flooring and general cleaning of the downstairs of the 
house.
Rehabilitation plan to keep Ms R on her feet.
Re-assessment of the leg ulceration's by the Tissue Viability nurse.
Dietician involvement for weight reduction program.
Continuous review of risk assessment and handling plan.
Ongoing training for all staff and new starters.
Communications plan to enable smooth admission and discharge.
Establish respite periods enabling her husband to rest.
Conclusion:
Ms. R continues to remain with her elderly father at home. The environmental 
hazards have been eliminated new flooring provided and regular rota'd 
housework calls are undertaken.
The profiling bed with a safe working load of 222kgs provided that has decreased 
the manual handling risks to district nurses and carers. Involvement by both 
manual-handling advisers has enabled constant monitoring of the handling tasks. 
Risk assessment is ongoing and handling plans changed to meet the changing 
needs of Ms R.
Involvement by physiotherapist. Tissue Viability Nurse and Dietician have 
improved the well-being of both Ms and Mr. R. Continuous monitoring by regular 
multi-disciplinary meetings to discuss ongoing goals have been instigated.
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Case Study 4
Name of Patient: Mr. O
Age: 90
Body Weight: 152kgs
Background:
Mr. O was discharged from hospital without a home assessment. Hoist, sling 
and hospital bed requested to facilitate discharge. Mr. O arrived home Friday 
afternoon. District nurse and carer on the proceeding days following discharge 
experienced problems undertaking the tasks involved in Mr. O care.
The hospital bed was installed into the room with insufficient space to manoeuvre 
and use the hoist.
Following an ergonomic risk assessment within the home environment the 
following hazards were identified, risk reduction plan implemented that enabled 
safe practice.
Bariatric Risk Assessment:
Task
One carer visiting twice daily to undertake personal care and transfer to armchair 
and vice versa in the evening.
District nurses visiting to undertake wound care, elimination monitoring, and 
hoisting when required.
The individual care providers
All district nurses have attended the Trusts manual handling training. The 
provider agency had also stated that their staff attended manual handling 
training. All staff attending had no known disabilities, or illness.
Mr. O elderly wife was not involved in any of his care tasks.
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Load Factor
Mr. O stature: Height 180cm, 
weight 152kg.
Weight Distribution: Torso
Non weight bearing due to mechanical falls and arthritis 
Good sitting balance.
No communication problems 
Incontinent.
Environment
The downstairs dining room is the bedroom environment for Mr. 0, door opens in 
the middle of the room to the right.
Room Dynamics
174cm 244c n
3metres
274cm
The hospital bed was positioned to the left of the room with the head positioned 
on the door wall. One leg of the bed was resting on the hearth of the fire 
surround. In the fireplace was an open electric fire on at all times.
To undertake any care or health tasks the top of the bed was pulled into the 
middle of the room to enable the carer or district nurse to get to the other side. 
When hoisting was undertaken the carer or district nurse had to manoeuvre hoist 
towards the fire surround when moving Mr. O out of bed, do a 90 degree turn 
push the hoist towards the right hand corner of the room by the fireplace lowering 
Mr O into the chair.
The carpet had no pile but was old and worn.
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Equipment.
Hoist with a working load of 175kgs. Two slings. Hospital Kings Fund bed, 
commode.
Risk Level: High 
Outcome:
The risk assessment identified that the positioning of the bed, human resource 
provision manoeuvrability of the hoist, and the open electric fire was hazardous 
to both district nurse and carers. The weight of the patient being moved on a 
mobile hoist compounded the unsafe practice.
immediate goals:
An appropriate fully profiling bed installed that fitted into the recess area to the 
right of the room and had a lowering and raising range of between 30cm -69cm, 
safe working load of 191 kgs. The varying height range enabled flexibility of the 
stature heights of district nurses and care staff, thereby eliminating the stooping 
posture of the staff.
Fire needs to be off when caring and nursing tasks are taking place. Hoisting 
tasks to be limited.
Involvement of dietician to establish a weight reduction program.
Two carers and two district nurse rota'd for all tasks
A risk assessment and handling plan should be written and placed in Mr O notes 
for all visiting agencies to see.
Managerial involvement to ensure safe practice is continued.
Minimal handling to be instigated within the home environment.
One to one manual handling techniques and raised posture awareness training 
within the patient’s home by the back care advisor.
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Ongoing actions
Feasibility of overhead hoist.
If unable to fit overhead hoist then patient remains in bed.
Purchase of a dynamic mattress to reduce the risk of pressure damage 
Continuous review of risk assessment and handling plan.
Ongoing training for all staff and new starters.
Communications plan to enable smooth admission and discharge.
Establish respite periods enabling his wife rest.
Conclusion:
Mr. O has continued to remain in the home environment, cared for by the 
provider agency and district nurses working within a safe system of work. Set 
respite periods have been established with the local community hospital to allow 
the wife holidays.
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Case Study 7
Name of Patient: Mr. P
Age 71
Body Weight 151 kgs
Background:
Since his discharge from hospital Mr P multiple sclerosis condition had rapidly 
deteriorated, he was no longer was able to walk but could stand for a few 
seconds using a rotunda transfer disc, however he did required assistance to 
stand up.
Mr. P wife insisted that under no circumstances was Mr P going to moved 
downstairs and make her dining area into a bedroom. She had several 
grandchildren and required the space. Carers were particularly worried when 
undertaking the manual standing transfers at the top and bottom of the stairs, as 
his balance was becoming increasingly unstable.
The district nurse was concerned about the unsafe practice that was taking place 
within the home environment and the influence of Mr P wife on the carers to 
practice unsafe transfers on the stair lift. Also, the district nurses were manually 
transferring Mr. P themselves so that they could re-dress his sacral pressure 
sore.
Mrs P insists that she has to undertake care tasks for her husband with no help 
and does not see why there is such a fuss around the carers and district nurse 
undertaking manual handling tasks “it is their job".
Following an ergonomic risk assessment within the home environment the 
following hazards were identified, risk reduction plan implemented that enabled 
safe practice.
Bariatric Risk Assessment.
Task
One carer visiting twice daily to undertake personal care, dressing/undressing 
tasks and all manual transfers. These tasks required an excessive amount of 
pushing and pulling and static posturing when working around the double divan 
bed.
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When transferring although Mr. P is using the rotunda transfer disc the carer is 
taking significant amounts of the patient's weight to assist him into a standing 
position.
The district nurse is also required to assist Mr. P into a standing position so she 
too is taking significant amount of his weight. She then has to position Mr. P on 
his side to re-dress his sacral area. All tasks involve excess pushing and pulling 
and static posturing.
The individual care providers
All district nurses have attended the Trusts manual handling training. The 
provider agency had also stated that their staff attended manual handling 
training. All staff attending had no known disabilities, or illness.
Mr. P wife is an informal carer and has no manual handling training.
Load Factor
Mr. P stature: Height 180.3cm
weight 151kg.
Weight Distribution: torso/legs
Capabilitv:
Minimal weight bearing and unpredictability due to spasm in his legs. His leg is 
often stiff and unable to bend at the knee.
Pain experienced around sacral area due to pressure sore.
Good sitting balance.
No communication problems although Mr P does not appreciate the difficulties 
care staff are experiencing and think they are “ruining his and his wife’s life’’. 
Levels of ability fluctuate with fatigue, temperature, and levels of stress within the 
household.
Some elimination problems.
Environment
The bedroom environment although uncluttered has fitted furniture above and 
around the boxed divan bed the low pile carpet, in good condition. An en suite 
bathroom runs off the bedroom, equipped with toilet, sink and shower unit. The 
room size enables the smooth movement of the commode.
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The space at the top of the stairs is very limiting for manual transfers, the stair lift 
turns towards the landing area at the top of the stairs, and is lower than the 
commode in place for the transfer on and off of the stair lift. Lighting is limited 
within this area.
Downstairs the stair lift remains straight the arm of the stair lift lifts up to enable a 
sideways transfer, the height of the commode equals that of the stair lift. The low 
pile carpet does not inhibit the movement of the commode with Mr. P on it.
Double door leading into the lounge area of the through room Mr. P sits in a riser 
recliner chair by the window in the lounge. This is a manual transfer using the 
rotunda turning disc.
Equipment
Stair lift, rotunda, glide about commode.
Risk Level: High
Outcome:
The risk assessment highlighted health and safety breaches and a risk reduction 
action plan required to facilitate safe practice.
Immediate Action:
In the first instance negotiation procedure needs to be set in motion that includes 
managers from all parties involved in the care and health tasks with Mr. Mrs P to 
highlight the need for safe practice and identify a way forward that is agreeable to 
all parties.
If the negotiations fail a disclaimer contract required to negate the handling tasks 
to Mrs P for all transfers, alternatively Mr. P would require nursing in bed.
Immediate stop to stair lift transfers, requiring Mr. P to sleep downstairs. For this 
to be instigated a hoist, sling and profiling bed would need to be delivered 
immediately from the community loans store reducing the need for carer and 
district nurse stooping when doing care and health tasks in bed.
Two carers and two district nurses rota’d for all tasks
Involvement of back care advisors from both Health and Social Services to 
advise on handling procedures, and assist with the drawing up of a specific 
handling care plan which would then be placed in Mr P care notes.
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Dietician involvement to implement a weight reduction program.
Ongoing Action
An assessment required for appropriate fully profiling bed installed that was 
sensitive to Mr. Mrs P needs but was height adjustable and fully profiling 
preventing the need for district nurses and Carers to stoop. The bed required a 
lowering and raising range of between 30cm -69cm, safe working load of 
191 kgs. The varying height range enables flexibility of the statue heights of 
district nurses and carers. Thereby eliminating the stooping posture of the staff.
Assess for an overhead hoist within the dining area of the downstairs over the 
bed and riser recliner chair.
Continual managerial involvement to ensure safe practice is continued.
Minimal handling to be instigated within the home environment.
Purchase of a dynamic mattress to reduce the risk of pressure damage 
Continuous review of risk assessment and handling plan.
Ongoing training for all staff and new starters.
Establish respite periods enabling his wife rest.
Conclusion:
Mr. P has continued to remain in the home environment, supported by the 
provider agency and district nurses working within a safe system of work. Set 
respite periods have been established with the local community hospital to allow 
the wife holidays. The tension in the home has significantly reduced.
202
Appendix 15
Case Study 8
Name of Patient: Mr. D
Age: 34
Body Weight: 149kgs
Background
Mr. D was born with spinal bifida. He lives with his 73-year-old mother. Mr D is 
bariatric, catheterised and from time to time suffers from bowel incontinence 
which due to his excessive weight makes it difficult for his mother to cope. She 
has to get up several times during the night to change his position. His mobility 
significantly reduced by his bariatric condition and low self-esteem.
Mr. D has a poor quality of life; he spends the majority of his time in bed, due to 
persistent pressure sores on his sacrum. The situation is not helped by the 
comments made by provider agencies about his weight, and being informed by 
social services that they had guessed his weight at 203kg. His estimated weight 
was above the recommended safe working load for the transport supplied by 
social service so he was unable to use the transport. His only company and 
contact with the outside world is his daily carer, mother and district nurse.
Concerned about Mr. D well-being the district nurse sought further advice 
regarding appropriate equipment provision to facilitate the healing of the pressure 
ulcers, also whether heavy duty mobile scales were available so that an accurate 
weight could be obtained rather than an estimate weight. If he weighed less than 
the safe working load of the transportation then moves could be made to improve 
his quality of life.
Following an ergonomic risk assessment within the home environment the 
following hazards were identified, risk reduction plan implemented that enabled 
safe practice.
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Bariatric Risk Assessment.
Task
Carers washing Mr. D on a double bed meant that the carer was continuously 
reaching and stretching when undertaking the task. In positioning the sling under 
Mr. D an excessive amount of reaching and stretching was required by the carer.
The district nurse when changing the dressing on Mr. P needed to undertake 
excessive amounts of pushing and pulling to position Mr. P on his side.
The tasks demonstrated that the postures adopted during the handling tasks 
significantly increased the risk of exposure to musculoskeletal injury for both 
carer and district nurse.
On shower day the carer is required to push Mr. D into the bathroom and assist 
with the shower. The level access shower has sufficient drainage but still covers 
the floor and carers feet with water, increasing the risk of slipping.
Due to the low esteem of Mr. D these tasks were made more difficult. He could 
help but had no incentive to do so.
The individual care providers
All district nurses involved in the care of Mr. D have attended the Trusts manual 
handling training. The provider agency also stated that their staff attended 
manual handling training. All staff attending had no known disabilities, or illness.
Mr. D 73 year old mother the informal carer had no manual handling training. 
Load Factor
Mrs D stature: Height 158cm
Weight 203kg. Estimated.
Weight Distribution: Torso
Capabilitv
Non weight bearing as Mr. D had (a) disjointed hips, (b) and no lower legs.
Good sitting balance, uses his disjointed hips for balancing whilst in bed. 
Experiences excessive pain on sacrum due to pressure ulcer.
Uncooperative to his low self esteem.
Occasional elimination problems.
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Environment
Mr D bedroom is a purpose built extension provided by social services. The 
purpose built front entrance allows access via Mr. D front door. A ramp enables 
independent access should it be required. A passageway opens out into the 
bedroom area, with the bathroom to the right. An overhead hoist is placed about 
the bed and in the bathroom over the toilet and shower area. The toilet has been 
re-enforced to take Mr. D weight, see picture.
Equipment provided is a glide about commode, slings for the hoist, banana 
board and slide sheets. The commode is fixed at a set height to his bed, enabling 
Mr. D to transfer when he so requires. Mr. D is quite capable of doing unassisted 
side transfers but will not. The static double bed has in excess of ten pillows, 
these are positioned to allow for Mr. D to sit up and balance using his disjointed 
hips, maintaining this position is increasing the pressure on the sacral area of Mr. 
D and a casual factor to his continuous pressure sores.
Fixed to the side of the bed is his high-fi system on a swing base; opposite is his 
television and shelving.
The flooring is low pile carpet. The room, although cluttered with furniture along 
the walls has space for transfers and moveability of commode and Mr. D 
wheelchair.
Bed environment bathroom shower area.
■
Equipment
Overhead hoist, commode, banana board, and wheelchair. 
Risk Level High
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Outcome:
Risk reduction Action Plan
The risk assessment highlighted that although in essence the appropriate 
equipment was in place with the exception of the bed, Mr D low self-esteem and 
the attitude of the provider agency and social services both the carer and district 
nurse were significantly at risk of exposure to musculoskeletal injury.
immediate Action
To ascertain the actual weight of Mr. D transportable wheelchair scales were 
borrowed, Mr. D weighed in at 149kgs. 54kgs less than the estimation given by 
social service.
Install an appropriate turning bed to reduce the excessive posture, pushing and 
pulling that is required by the carer and district nurse when undertaking all tasks 
on the double bed. This action unfortunately failed due to the width of the bed. 
Account was not taken of the fact that Mr. D needed the width to balance on his 
dislocated hips. The bed was removed and further investigations undertaken to 
provide appropriate equipment.
Manual handling care plan was written and placed in the notes in the home for all 
carers and district nurses to follow. The manual handling plan identified that two 
carers were required for all care tasks, and that two district nurses were required 
for health tasks.
Discussed with Mr. D and his mother the need for a weight reduction programme 
and the involvement of the dietician. The district nurse to follow through.
It was explained to Mr. D that he would be required to take an active role in his 
personal care tasks and to assist with the turning in bed and transfer tasks.
Ongoing Action
Trials of appropriate pressure relieving equipment-ensuring appropriation of 
equipment provision.
Negotiate with social services the availability of transportation to allow Mr. D to 
go out and attend day centres.
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Weight reduction program to include regular six weekly weighing to support a 
weight loss program.
Ongoing manual handling action plan review by the district nurse and provider 
agency.
Conclusion:
After trialing several pressure relieving mattresses, one was purchased that 
allowed for Mr. D to independently transfer in and out of bed and contributed to 
the complete healing of the pressure ulcers.
Raising the self-esteem of Mr. D enabled, rather than compounded his disability. 
He now has reduced personal care intervention. He is now independent for 
personal care tasks. The district nurse only visit to support and ensure that his 
weight loss continues. He is weighed regularly at six weekly intervals, visits the 
cinema, and has regular outings to an appropriate day centre three times a week.
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Case Study 9
Name of Patient: Mrs R 
Age: 50
Body Weight: 165kgs
Background:
Mrs R was a 50-year-old woman who had been placed into a nursing home 
against her will. Mrs R lost her husband several years ago, and has suffered 
severe depression since. Historically she had increased in weight but since the 
death of her husband her weight increase accelerated until she became 
unmanageable for the provider agency at the time. They had requested that a 
respite bed be found in the local young disabled unit of the community hospital 
for a complete re-assessment of her care package and her medical condition.
Once in hospital she was then informed that she would not be allowed home until 
she lost weight. The hospital could not keep her on the unit so she was placed in 
a private elderly nursing home. Due to her young age this situation was not 
appropriate and plans were made to bring her home.
Following an ergonomic risk assessment the following hazards were identified, 
and risk reduction action plan implemented:
Bariatric Risk Assessment 
Task
Mrs R would require assistance with all personal care and dressing tasks. She 
would require several transfers from bed to commode and wheelchair and vice 
versa.
District nurse would need to visit initially daily to dress pressure ulcers on Mrs R 
sacrum.
All the above tasks would require excessive pushing and pulling to turn Mrs R in 
bed, and static loading on the spine due to harmful posturing required during the 
tasks and whilst district nurse is dressing leg ulcer.
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The individual care providers
All District Nurses have attended the Trusts manual handling training. The 
provider agency had also stated that their staff attended manual handling 
training. All staff attending had no known disabilities, or illness.
Load Factor
Mrs. R stature; Height 168cm
weight 165kg
Weight distribution lower torso and upper thighs.
Capabilitv:
Non weight bearing 
Good sitting balance.
No communication problems 
Catheterised.
The excess weight of the load and her reduced inability to assist with any of the 
tasks increases the risk of exposure to District Nurses and carers.
Environment
Mrs R home environment is a purpose built disabled bungalow. The hallway of 
the bungalow is very long and narrow bedroom one goes off to the left of the 
hallway and the lounge further along off to the right. The main bedroom area and 
en suite is very big and has plenty of working area. The floor of both the bedroom 
and en-suite has vinyl flooring. An overhead hoist has been included in the 
design and has a safe working load of 222kgs. The ceiling has been reinforced to 
ensure that the ceiling can safely support both the weight of the hoist and Mrs R.
Unfortunately the layout of the hallway and the rooms in relation to the hallway 
inhibits the full use of the wheelchair due to its size and 90° turn that is required 
into the hallway to reach the kitchen. The hallway is not wide enough to facilitate 
this turn to reach the kitchen with an extra wide wheelchair or commode. The 
same goes for the turn into the lounge using the extra wide equipment.
Once in the kitchen, again the fitted cupboards limit the space available to 
manoeuvre the wheelchair
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Main bedroom^ en
suite \  I
lounge
kitchen
Equipment.
Overhead hoist, extra wide wheelchair and commode.
Risk: High
Outcome
The risk assessment identified that unless substantial changes were made to the 
care package provided and equipment provision Mrs R would not be able to 
come home. Therefore a multi-discplinary case conference was implemented 
with all relevant personnel involved in this case that identified and provided the 
appropriate package of care and equipment provision.
immediate goals:
Using evidence based practice provide an appropriate fully profiling bed with a 
lowering and raising range of between 30cm -69cm, with a safe working load of 
191 kgs. The bed also needed the facility to turn Mrs R using the reinforced 
positional cotside as part of the working area. The varying height range of the 
bed would enable flexibility of the statue heights of district nurses and care staff, 
thereby eliminating the stooping posture of the staff. The turning facility would 
reduce the pushing and pulling required when handling a heavy load. The 
reinforced positional cotsides would facilitate the weight of Mrs R when she was 
turned on her side.
All personal care tasks and showering would require three carers. The first carer 
would arrive half an hour earlier than the others to prepare breakfast. When the 
other carers arrive depending on the day either a shower or bed bath would be
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undertaken. Mrs R would then be dressed and transferred using the overhead 
hoist to her wheelchair.
Minimal handling to be instigated within the home environment.
Implement handling action plan.
One to one manual handling techniques and raised posture awareness training 
within the patient’s home by the back care advisor.
Involvement of the dietician to implement a weight loss programme.
Ongoing support from the community psychiatric nurse for Mrs R.
Ongoing actions
To investigate the feasibility of changing the design of the top half of the 
bungalow. Making it open plan and removing the upper wall of the lounge and 
entrance into the kitchen to enable access in the wheelchair.
Continuous review of risk assessment and handling plan.
Ongoing training for all staff and new starters.
Regular multi-disciplinary case conferences with Mrs R to continuously review 
her well-being and progress.
Conclusion
Mrs R remained at home for two years. Unfortunately in that time she had 
several incidents that affected her well being. Initially she was got up during the 
day into her wheelchair, but the effort required manoeuvring the wheelchair into 
the hallway to the kitchen and lounge proved too much. Mrs R was found on the 
floor of the hallway on more than one occasion by the district nurse, this resulted 
in windows being broken to allow access by the health professionals and 
admission to hospital.
The initial admission to hospital was totally undignified, Mrs R was wrapped in 
fireman blankets to get her out of the house dragged along the pavement to the 
ambulance and then dragged onto the ambulance floor. On reaching hospital Mrs 
R was then transferred by the fireman into the accident department on the floor. 
No equipment was available that was able to take her weight.
Before she returned home the intervention of the hospital back care advisor 
enabled appropriate equipment to be hired and a more dignified transportation
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home. Plans were then made for dignified returns to hospital should the need 
arise. After two more episodes of hospital admission Mrs R agreed to remain in 
bed until appropriate alterations could be made.
Psychological abuse from attending carers further reduced Mrs R well-being 
constantly being told that she was grossly overweight deepened Mrs. R 
depressive state. She often telephoned taxi service to get her food such as 
takeaways and sweets. Her weight increased rather than decreased with 
dietician intervention.
Following the above incidents Mrs R remained in bed all the time. The alterations 
to her home were refused so alternative accommodation was sought. Mrs R 
remained within her home environment for two further years remaining in bed. 
Eventually she was, with her agreement, transferred to a purpose built young 
disabled home where she remained until her death two years later.
212
Appendix 17
Case Study 10
Name of Patient: Mr. R.D
Age: 58
Body Weight: 159kgs.
Background:
Mr RD has suffered from Multiple Sclerosis since 1985. His condition has slowly 
deteriorated over the years and his mobility is extremely poor. His condition is 
further compounded by (a) skin condition that causes him continuous pain and 
(b) paraplegia. Mr. RDs wife is the main carer with daily help from a provider 
service, the district nurse also visits daily for pressure ulcer management and 
weekly for supa pubic catheter care.
Due to his continual mobility deterioration Social Services funded a purpose built 
ground floor bedroom and en-suite shower room extension. Mr. RD sleeps with 
his wife in a double bed and carers are finding that the care tasks are becoming 
increasingly more difficult and reporting back to their managers that they are 
experiencing back pain due to static posturing and excessive pushing and 
pulling.
An overhead hoist was provided within the extension grant, but space between 
the bed and the shower room is very limited and does not facilitate the extra wide 
wheelchair and carer besides the bed. Space constraints and unlevelled flooring 
between the lounge and extension also inhibit manoeuvring the wheelchair from 
room to room.
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Mr. RD cannot lay flat on his back whilst in bed and due to his pressure ulcers, a 
back rest is in place but Mr. RD keeps sliding down the bed. He has an electric 
dynamic mattress for his pressure ulcers.
There was no handling plan or risk assessment in place.
Following an ergonomic risk assessment within the home environment the 
following hazards were identified, and risk reduction actions plan implemented to 
facilitate safe discharge:
Bariatric Risk Assessment 
Task
Daily morning visits by the carer to shower Mr. RD. This task involves Mr. RD 
being undressed on the double bed by the carer adopting a harmful static 
posture. Excessive pushing and pulling is required to roll Mr. RD to undress him.
The hoist sling is placed under Mr. RD whilst he is on his side so that he can be 
hoisted using the overhead hoist across the room onto the shower chair 
positioned already in the shower cubicle. This task also involves excessive 
pushing and pulling for correct positioning.
The shower task involves the carer stooping over Mr. RD to ensure that he has a 
full shower. During this process the floor and the carer's feet gets sufficiently wet 
to increase the risk of slipping whilst undertaking the task.
Mr. RD is then hoisted from the shower back to bed for drying and dressing. This 
task requires extreme pushing and pulling and the carer due to the static bed 
adopts a harmful posture, Mr. RD is then left on the bed for the district nurse to 
dress the sacral pressure ulcer.
As in the tasks above the district nurse is in a static harmful posture whilst re­
dressing the sacral sore or undertaking catheter care. It is the task of the district 
nurse then to position and hoist Mr. RD into his wheelchair. This task also 
requires excessive pushing and pulling to position the sling and undertake the 
transfer. Moving the wheelchair and the patient into the lounge requires a person 
of unusual strength to negotiate the variation in heights of the floor between the 
lounge and the extension. Negotiating this move with the combined weight of the 
wheelchair and the patient requires a person with unusual strength.
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The individual care providers
All district nurses have attended the Trusts manual handling training. The 
provider agency had also stated that their staff attended manual handling 
training. All staff attending had no known disabilities, or illness.
Wife increasingly suffering from recurrent back pain, and unable to maintain the 
role of main carer.
The tasks require individuals with unusual strength to manoeuvre the wheelchair 
over the unlevelled floor.
Load Factor
Mr. RD stature: Height 184cm
weight 159kg.
Weight Distribution: abdomen and hips and upper legs.
Non weight bearing due to paraplegia 
Good sitting balance.
No communication problems 
Incontinent
Continuous painful skin condition.
Environment
Mr. RD bedroom was a purpose built extension at the back of the house and its 
design included en-suite shower room. The width of the room enabled the 
provision of a double bed, with a minimal passing area between the bed and the 
shower room for positioning of the wheelchair. The length of the room allowed for 
a small passageway at the end of the bed to allow Mr. RD wife access to her side 
of the bed. The extension area was dominated by the double bed. To the right of 
the room on the end wall was a door that opened into the garden with a ramp for 
access. The shower room was just big enough to accommodate a shower 
cubicle, sink and toilet.
The floor was covered with minimal pile carpet but the extension floor was not 
level with the entrance into the lounge access to and from the main house was 
difficult to negotiate.
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Equipment.
Overhead hoist with a safe working load of 222kgs, two slings, shower chair and 
extra wide wheelchair.
Risk Level: High
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Outcome:
The risk assessment identified that although the hoisting equipment was 
appropriate both the bed and human resource provision enabled unsafe practice. 
The size of the room and the unlevelled floor between the lounge and extension 
inhibited safe movability of equipment. All tasks associated to the care of Mr.RD 
increased the risk of exposure to musculoskeletal injury due to harmful postures 
adopted during patient care and handling tasks.
Immediate and long-term goals were required to reduce the risk exposure levels 
associated to the tasks.
Immediate goals:
A double profiling bed that had a safe working load of 222kgs, designed to meet 
the needs of the room dimension, with reinforced base for the patient to sit up. 
The bed would require a knee break to stop Mr RD from sliding down the bed 
during the night when he was sleeping sitting up. A varying height range of 
between 30cm -69cm, would enable flexibility of the stature heights of district 
nurse and carers, thereby eliminating the stooping posture of the staff.
Look at the design of the extension to establish whether any further alterations 
could be made to enable satisfactory working space and turning area for the 
wheelchair.
Approach the builder about the unlevelled floor for advice on making it good, or in 
the interim put an incline between the rooms to eliminate the lifting task.
Carers and district nurses attending Mr. RD. should be rota’d in pairs, and further 
care assistance given to Mrs RD to reduce her involvement.
A risk assessment and handling plan should be written and placed in Mr. RD 
notes for all visiting agencies to see.
Specialist intervention for pain control for the acute skin condition.
Minimal handling to be instigated within the home environment.
Implement handling action plan.
One to one manual handling techniques and raised posture awareness training 
within the patients home both on the wards and within the home environment 
facilitated by the back care advisor.
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Ongoing actions
Establish regular respite period for husband and wife.
Feasibility of moving the ceiling track hoists to the other end of the room if the 
bed would fit on the end wall.
Re-laying of the floor to make it even with the lounge floor.
Continuous review of the handling plan and risk assessment
Continue support of the back care advisor, and one to one training for all new 
staff involved in the care.
Dietician involvement to establish a weight loss program.
Conclusion:
Mr. RD remains in his home environment. A new single profiling bed was 
purchased for Mr. RD, this stopped him sliding down the bed, and the raising and 
lowering facility enabled the carers and district nurses to work without stooping. 
Mr. RD wife sleeps on a small single beside her husband. Twice a year he goes 
on holiday with his wife his bed and mobile hoist. A small incline was designed 
between the two rooms to enable safer movement. At present no further work 
has been undertaken on the room dynamics.
Two years down the road double profiling beds with a turning facility on top of the 
functions has been designed and plans are in place to provide the double bed to 
Mr. Mrs RD measured to meet both Mr. RD needs and the dynamics of the room. 
Mr RD pain has been controlled and his pressure sores have healed. The turning 
facility will further reduce the need for carers and district nurses to struggle when 
putting the hoist sling in.
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